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Altepose. 


keeps your patient co-operative on a diet 


MAJOR ADVANTAGES: 1. Overcomes excess craving for food. 2. Reduces 
tissue water retention. 3. Alleviates nervousness and irritability. 


Prompt results from ALTEPOSE therapy will en- 
courage your patient to remain on the diet you pre- 
scribe. ALTEPOSE works in three effective ways to 
help your patient reduce. 


The Propadrine® content controls the appetite, 
yet causes less central nervous stimulation than 
amphetamine. Delvinal® lessens the irritability so 
often associated with stringent diets. Thyroid brings 
about weight loss early in the dietary period, 
through release of tissue-bound water. 


Each ALTEPOSE Tablet contains 50 mg. ‘Propa- 
drine’ HCl, 40 mg. thyroid and 25 mg. ‘Delvinal’ 
vinbarbital. Supplied in bottles of 100 and 1000. 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INc. 
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Management of Erythroblastosis Fetalis 


ERYTHROBLASTOSIS FETALIS due to incompatibility 
of the Rh factor occurs once in every 200 births of 
white infants and is associated with a high inci- 
dence of serious morbidity and mortality. The 
problem is a serious and a frequent one encoun- 
tered by all physicians practicing obstetric and 
pediatric medicine. 

In recent years the basic pathogenesis of fetal 
erythroblastosis has been clearly defined. An Rh- 
negative woman is immunized by Rh-positive eryth- 
rocytes received from either a fetus or blood trans- 
fusion. The immunized mother produces anti-Rh 
agglutinins. The agglutinins traverse the placenta 
to the fetus where they cause destruction of the 
Rh-positive erythrocytes of the fetus and newly born 
infant. The course of events may result in a disease 
so severe as to cause fetal death, or on the other 
hand, only mild degrees of anemia may result. The 
extreme variation in the course of the disease only 
emphasizes the need for persistent vigilance on the 
part of the physician if optimal management of the 
problem is to be assured each patient. 

In light of present knowledge a program for the 
practical management of the problem of erythro- 
blastosis can be stated quite specifically. 

I. A careful history should be taken early in 
pregnancy for evidence of previous isoimmun- 
ization to a blood group antigen. 

II. The blood type (ABO and Rh) of each preg- 

nant patient should be determined at an early 
prenatal visit. 


Assistant Professor of Pediatrics, University of California Medical 
Center, Los Angeles 24. 
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NATHAN J. SMITH, M.D., Los Angeles 


e The practical management of the problem of 
erythroblastosis depends primarily on the pre- 
natal determination of which pregnancies might 
result in an erythroblastotic infant. The physician 
primarily concerned with the care of the child 
must attend the delivery of every Rh-negative 
woman whose serum contains anti-Rh antibodies. 
At present, prompt confirmation of the sus- 
pected diagnosis immediately following birth and 
immediate exchange transfusion in infants with 
laboratory or clinical evidence of the disease are 
necessary to reduce morbidity and prevent ker- 
nicterus. 


III. Laboratory study for evidence of circulating 


antibodies should be done four to five weeks 
before term of each pregnancy of every 
woman who is Rh-negative. 


IV. Consultation should be obtained to suggest a 


program of further laboratory studies if a 
woman has had previous babies that were 
stillborn or that died soon after birth because 
of erythroblastosis. 


. Certain aspects of the delivery of all Rh- 


negative women in whom antibodies are 
present demand special attention. Except in 
most unusual circumstances, early induction 
of labor is to be avoided. 


. At the time of birth a physician responsible 


only for the immediate clinical and laboratory 
evaluation of the infant should be present. 
Evidences of erythroblastosis fetalis should 
be looked for in the physical examination. 
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A specimen of blood from the umbilical cord 

should be examined for the following: 

(a) Hemoglobin, bilirubin, normoblast and 
reticulocyte levels. 

(6) Blood type. 

(c) Antiglobulin (Coombs’ test). 

VII. Conservative treatment for infants having 
either a clinical or laboratory diagnosis of 
erythroblastosis is exchange transfusion. 

VIII. Critical clinical and laboratory follow-up ob- 
servation is essential to determine the neces- 
sity for further specific therapy. 


The History 

A carefully taken history concerning evidence of 
blood group isoimmunization is an essential part 
of the early care of every pregnant woman. It is im- 
portant to know whether or not the mother has ever 
been “exposed” to erythrocytes of an antigenic com- 
position different from her own. Has there been 
previous parenteral administration of blood? Have 
there been previous pregnancies, and if so, what was 
the outcome? Have any of the infants been still- 
born? Abortions before the 16th week are not due to 
blood group incompatibility, but if an erythrocyte 
antigen were present the mother might be sensitized 
to it even though abortion occurred very early. If a 
previous pregnancy has resulted in a stillborn infant 
or in an infant afflicted with unusual jaundice or 
with anemia, the possibility of blood group isoim- 
munization should be considered. 

The history takes on added importance if the 
mother is known to have had previous infants with 
erythroblastosis fetalis. The severity of the disease 
in the previous infants is the best indication of the 


severity of the disease to be expected in subsequent 
babies.® 


The Blood Type and Its Significance 


Regardless of the historical data available, the 
blood type of each pregnant woman should be deter- 
mined early in pregnancy. Over 90 per cent of clin- 
ically significant erythroblastosis is due to iso- 
immunization with the antigen D (Rho).* There- 
fore, routine studies of pregnancy can be most 
practically limited to a consideration of this antigen. 
In 85 per cent of white women the blood type is 
Rh (D, Rho) positive. These women obviously 
cannot become isoimmunized to this antigen. The 
remaining 15 per cent are Rh-negative and may thus 
be immunized by exposure to the Rh antigen. The 
distribution of this Rh antigen is similar in males 
and females, 85 per cent of all white males are 
Rh-positive. Therefore, over 12 per cent of all mar- 
riages among caucasians in this country involve an 


*By common usage the term Rh, when not more specifically identi- 
fied, is synonymous with the letter D (Rho) and it is used as such 
in this discussion. 
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Rh-negative woman with an Rh-positive husband. 
Thirty-eight per cent of all males are homozygous 
for the gene responsible for the transmission of the 
Rh antigen and will father only Rh-positive chil- 
dren; 47 per cent are heterozygous for this gene 
and 50 per cent of their children will be Rh-positive.* 
These figures clearly show that the possibility of 
blood group incompatibility is an everyday occur- 
rence in an obstetrician’s office. 

Of the 12 per cent Rh-negative women whose 
husbands and babies are Rh-positive, only a small 
number will ever give birth to babies with erythro- 
blastosis fetalis. Whether or not the infants have 
the disease will depend upon whether or not the 
mother becomes isoimmunized (that is, sensitized) 
and produces antibodies to the Rh antigen. To be- 
come so immunized, Rh-positive erythrocytes must 
enter the maternal circulation and the mother must 
be capable of producing antibodies to this antigen. 
Factors governing the ability of mothers to produce 
these antibodies are poorly understood. Although 
the small numbers of erythrocytes adequate for 
sensitization enter the maternal circulation during 
each pregnancy, it is well known that only one in 
every twenty Rh-negative women pregnant with an 
Rh-positive fetus will become immunized. The Rh- 
negative mother who has been given a single trans- 
fusion of Rh-positive blood will become immunized 
in 50 per cent of the instances, and, with repeated 
transfusions of Rh-positive blood, over 90 per cent 
of Rh-negative women will develop antibodies. 

This information assumes considerable impor- 
tance in everyday practice. The fact that 19 of every 
20 Rh-negative women with Rh-positive husbands 
will never have infants with erythroblastosis can be 
very reassuring to an apprehensive, misinformed, 
Rh-negative woman. Likewise, the comparative 
readiness with which immunization results from 
the transfusion of Rh-positive erythrocytes into 
Rh-negative women should alert all physicians to 
the dangers of indiscreet use of transfusions and 
the importance of careful Rh typing of all blood 
transfused into female patients before or during the 
childbearing age. 


Demonstration of Anti-Rh Antibodies 


In the early weeks of pregnancy the obstetrician 
should have available the completed history and the 
patient’s blood type. If the prospective mother is 
Rh-positive and the history reveals no abnormality 
with previous infants, the problem no longer as- 
sumes importance in the management of the preg- 
nancy. If the mother is Rh-negative, the pertinent 
question to be answered is whether or not the mother 
has been or will become immunized against the 
Rh antigen during the course of pregnancy. To de- 
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ermine whether previous pregnancies, transfusions, 
wr the current pregnancy have immunized a given 
obstetrical patient, the patient’s serum should be 
tudied for the presence of anti-Rh antibodies. Ex- 
ept in quite unusual circumstances, referred to 
ater, it is most reliable and expedient to do a 
ingle antibody determination late in the course of 
‘ach pregnancy in every Rh-negative woman. An 
ntibody determination done during the 36th week 
‘f gestation will answer the question as to whether 
or not the patient has been sensitized and will give 
some indication as to the concentration of anti- 
bodies in her serum. Little is to be gained by the 
‘epeated determination of antibody titers during 
the pregnancy. That the titer does not increase is 
no assurance that the infant will not have erythro- 
blastosis fetalis. In light of current knowledge, a 
rising titer does not alter the management of the 
problem. The only question that the laboratory 
studies can answer is whether or not a given woman 
has anti-Rh antibodies in her serum and-thus might 
give birth to a diseased Rh-positive infant. 


Prenatal Prognosis of Erythroblastosis Fetalis 


The physician will often be tempted, or asked by 
the patient, to prognosticate the outcome of a given 
pregnancy. The following facts from extensive clin- 
ical experience in the last few years indicate that 
it is impossible to foretell with any degree of con- 
fidence, what the outcome of a given pregnancy will 
be. It must always be remembered that only one of 
every 20 Rh-negative mothers will become immun- 
ized by pregnancy with an Rh-positive fetus. Since 
5 to 10 per cent of all cases of erythroblastosis fetalis 
occurs in first pregnancies, the fact that there have 
been no previous pregnancies is no assurance that 
erythroblastosis will not occur. Likewise, 10 to 15 
per cent of Rh-positive babies born of Rh-negative 
mothers known to be sensitized and having circulat- 
ing antibodies, are free of all evidence of erythro- 
blastosis. It is known that there is a tendency for 
each successive infant of a sensitized mother to be 
somewhat more severely affected by the disease. 
However, there is an even more striking tendency 
for a mother to have infants with erythroblastosis 
of similar severity. If a sensitized mother’s previous 
infants have been live-born babies with erythro- 
blastosis that has responded well to therapy, the 
chances are in favor of her having similarly affected 
infants with future pregnancies. If the mother has 
had one or more stillborn babies due to blood group 
incompatibility, the prognosis is less optimistic and 
will warrant extensive study. However, in no in- 
stance is the prognosis hopeless for a resulting 
healthy infant. 

A woman with a very discouraging history of 
stillbirths or kernicterus in previous infants can find 
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encouragement in the ever improving results of 
therapy of live-born infants and in the chance that 
she will have a live-born infant with some future 
pregnancy. Although there has been a 20 per cent 
incidence of stillbirths in sensitized Rh-negative 
women, the prognosis is improving and can never 
be considered completely hopeless for a woman 
who earnestly wants to have a family.? 

From all the foregoing data it is obvious that any 
sensitized Rh-negative woman may give birth to a 
normal infant or to one with erythroblastosis fetalis 
of any degree of severity. It is impossible to fore- 
tell the outcome of any given pregnancy in these 
women. The pregnancy and immediate neonatal 
course should be planned accordingly. 


Delivery of Sensitized Rh-Negative Mothers 


In managing the delivery of an Rh-negative wo- 
man it is essential to know whether or not she has 
been immunized to the Rh antigen. If the woman 
has been sensitized, only in the quite unusual situa- 
tion involving previous stillborn infants might the 
early induction of labor be indicated. Experience 
from many clinics has clearly shown that induction 
of labor as early as two weeks before term will 
significantly increase the incidence of brain damage 
due to kernicterus. If all sensitized Rh-negative wo- 
men are allowed to go to term, a slight increase in 
the incidence of stillbirths will occur. However, there 
will be more than a compensating reduction in the 
mortality of infants born alive and a very important 
reduction in the incidence of kernicterus. Cesarean 
sections are to be avoided whenever possible, for 
increased infant morbidity and mortality is asso- 
ciated with this procedure. 

The condition of the baby may be significantly 
altered by the procedure used in clamping the cord. 
In the past there has been considerable enthusiasm 
for very early clamping of the cord in hope of pre- 
venting infusion of excessive amounts of antibody- 
containing blood into the baby. The amount of 
hemoglobin kept from the baby by this practice may 
be considerable, with significant degrees of blood 
loss, anemia, and even shock, resulting. It is wise 
not to be too anxious to interrupt the umbilical cir- 
culation.® Likewise, a generous portion of the cord 
should be left attached to the infant to facilitate 
carrying out exchange transfusion through the um- 
bilical vein. 


Care of the Infant 


A physician primarily concerned with the care of 
the newborn infant should attend the delivery of all 
immunized Rh-negative women and be prepared to 
promptly institute appropriate diagnostic and thera- 
peutic procedures. The baby should be carefully 
examined at the time of birth with special attention 
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directed toward findings of erythroblastosis fetalis. 
Pallor, edema, hepatosplenomegaly, and rapidly 
developing icterus may be present to varying degrees 
in an infant with erythroblastosis fetalis. Many 
infants with the disease are free of all physical 
abnormalities at the time of birth. This is no assur- 
ance, however, that severe erythroblastosis, even 
resulting in death or brain damage, will not occur 
in these babies. 

Cord blood specimens should be immediately ex- 
amined to determine the Rh type of the baby, the 
status of the antiglobulin test (Coombs’), and the 
hemoglobin level. It is also important to determine 
the reticulocyte and normoblast count and the 
bilirubin level. The laboratory studies should be 
promptly and carefully done and interpreted in light 
of well established normal values of cord blood 
specimens. 

An Rh-negative infant born of a mother who is 
known to be immunized to the Rh antigen will not 
have erythroblastosis fetalis. Occasionally an infant’s 
blood will give a false negative reaction in Rh typing 
if the cells are so heavily coated with antibody as 
to prohibit the typing serum from reaching the Rh 
antigen of the erythrocyte. Such cells react strongly 
positive to the Coombs’ test and thus each typing 
of infant’s cells should be done in conjunction with 
the Coombs’ test. If the result of Coombs’ test is 
negative and the Rh typing reaction is negative, the 
infant can be assumed to be Rh-negative and not 
to have erythroblastosis fetalis due to Rh antibodies. 

The normal values for cord hemoglobin levels 
will vary depending on the standards used in vari- 
ous laboratories. A level in the cord specimen below 
15.6 gm. per 100 cc. (a value of 100 per cent for 
adults) is indicative of anemia in most laboratories. 
Bilirubin content in the serum above 3.0 mg. per 
100 cc. is distinctly elevated. The numbers of reticu- 
locytes and nucleated erythrocyte precursors in the 
circulation are difficult to evaluate and these factors 
give less specific information than the other labora- 
tory studies discussed above. If reticulocytes are 
above 10 per cent of the total number of erythro- 
cytes, one can conclude that abnormally active 
erythropoiesis is occurring. A similar conclusion 
may be indicated if there are more than 10 nucle- 
ated erythrocytes per 100 leukocytes. The latter 
examinations are often subject to considerable tech- 
nical variations. 

The laboratory studies mentioned in the foregoing 
paragraphs should be completed within an hour 
after the time of birth of the baby of a sensitized 
Rh-negative woman. If there is complete absence of 
clinical evidence of disease, as frequently happens, 
the management of the infant will be determined 
from the results of laboratory studies. Obviously, 
no single laboratory study will determine the diag- 
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nosis of erythroblastosis fetalis. However, thought- 
ful evaluation of all of the studies mentioned above 
will permit a decision as to whether or not hemolytic 
anemia due to immunization—that is, erythro- 
blastosis fetalis—is present or absent in a given 
infant. 


Treatment of Erythroblastosis Fetalis 

The most conservative course of management of 
the baby with erythroblastosis fetalis demands an 
immediate exchange transfusion in the presence of 
clinical or laboratory evidence of the disease. The 
technique of exchange transfusion has been de- 
scribed in detail. In inexperienced hands the pro- 
cedure is not without hazards; hence it should be 
done only by trained personnel under optimal cir- 
cumstances. The blood used should be as freshly 
drawn as possible—certainly no older than 96 hours. 
Obviously, the procedure should be carried out in 


an area where effective aseptic technique can be 
followed.’ 


Post-transfusion Care of the Infant 


After an initial exchange transfusion the infant 
should be placed in a warm, moist atmosphere with 
supportive oxygen. The bilirubin level should be 
checked at intervals of 8 to 12 hours and if it reaches 
a level of 15 to 20 mg. per 100 cc. or higher, ex- 
change transfusion should be repeated. 

This program of management of Rh-negative 
mothers and infants with erythroblastosis fetalis 
should result in complete recovery of over 95 per 
cent of live-born infants with the disease.” Of equal 
importance is the fact that the devastating compli- 
cation of severe brain damage due to kernicterus is 
practically eliminated. In infants treated only with 
small transfusions for their anemia, the incidence 
of kernicterus will approximate 15 per cent. Kernic- 
terus may occur in over 30 per cent of infants with 
the early induction of labor without exchange trans- 
fusion. 


Stillbirths and Their Prevention 


At the moment the most disturbing unsolved prob- 
lem for the sensitized Rh-negative woman is that of 
stillbirths. Twenty to thirty per cent of pregnancies 
in sensitized Rh-negative women may result in the 
birth of a stillborn infant. Attempts to alter this 
situation by the use of cortisone during pregnancy 
have not been of proven value. Likewise, the ad- 
ministration of certain extracts of Rh-positive eryth- 
rocytes to sensitized Rh-negative pregnant women 
has not affected the course of the disease in the 
infants. In spite of this discouraging situation the 
prognosis for any woman who has had one or even 
several stillborn children due to blood group in- 
compatibility, is never hopeless, especially in light 
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of the very good results obtained from the optimal 
treatment of live-born babies with erythroblastosis 
fetalis. 

The most difficult problems are encountered in 
women strongly sensitized, who have had one or 
more stillborn infants, have only one or possibly no 
living children, and whose husbands are homo- 
zygous positive for the Rh factor. In such instances 
induction of labor as early as the 37th or 38th week 
of gestation with immediate exchange transfusion 
of any Rh-positive infant who has a positive 
Coombs’ test result, may result in a living infant 
free of brain damage.! The treatment of an infant 
with severe hemolytic disease and with the many 
handicaps of prematurity is difficult and may often 
be unsuccessful. To avoid needlessly becoming in- 
volved in such a hazardous situation, each patient 
should be carefully studied and her problem re- 
viewed by a qualified consultant before early induc- 
tion of labor is undertaken. 

The program outlined in the foregoing paragraph 
demands the thoughtful cooperation of physicians 
responsible for laboratory, obstetrical and pediatric 
problems of pregnant patients. Certain basic labora- 
tory and therapeutic facilities are obviously essen- 
tial and must be available for adequate management 
of babies of isoimmunized Rh-negative women. In 
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light of current knowledge, any compromises with 
this basic program will be reflected in a greater than 
necessary incidence of kernicterus, mortality and 
stillbirths. To obtain essential laboratory studies 
during pregnancy does not present problems for 
physicians in even the most remote rural areas, for 
blood specimens can be easily sent to competent 
laboratories at considerable distances. However, one 
must face the fact that an Rh-negative woman who 
has been found to be immunized, should not be 
delivered in a hospital where a basic program as 
described here is not available for the necessary 
care of her infant. 
U.C.L.A. School of Medicine, Los Angeles 24. 
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The Impartial Medical Examiner 


A Neurosurgeon's Differences and Agreements with the 


industrial Accident Commission 


In THE Report of Senate Interim Committee to the 
Senate on Workmen’s Compensation Benefits, of 
1953, testimony was referred to that seemed to throw 
doubt on the value and fairness of the impartial 
medical examiner system. Having acted as an im- 
partial medical examiner on a number of occasions, 
the author thought it might be of interest to com- 
pare the recommendations he had made in the 
various cases with the final action taken by the In- 
dustrial Accident Commission. 

One hundred and forty-seven reports were avail- 
able for review. Officers of the Industrial Accident 
Commission* provided the folders on these “closed” 
cases. All that remained was to compare the author’s 
evaluation of each situation with that adopted by 
the Commission. 

Before proceeding with the comparison, several 
comments may be made that may explain some dis- 
crepancies or failures of agreement. 


First, the Commission may properly be in pos- 
session of information properly not available to the 
medical examiner. Second, age, earning power, life 
expectancy in relation to the degree of disability 
may be taken into account by the Commission. The 
author did not feel it within the examiner’s province 
to speculate on these factors. 


Third, emotional response to the claimant and 
his condition is, in some instances unavoidable. 
When one sees an unfortunate wretch, it is almost 
impossible not to “give him something” anyway, 
even though his condition is palpably not due to, 
or aggravated by, injury. Two examples of this will 
be given later. 


Emotional factors enter in another way also: In 
spite of every effort to be impartial, the personalities 
and attitudes of an applicant in some extreme cases 
must sway the examiner or the Commission or both. 


In a few of the cases reviewed, the chief question 
to be answered was only secondarily medical. These 


From the Department of Surgery, Division of Neurosurgery, 
Stanford University School of Medicine, San Francisco 15. 


Presented before a Joint Meeting of the Sections on Industrial 
Medicine and Surgery and Orthopedics at the 85th Annual Session 
si California Medical Association, Los Angeles, April 29-May 2, 

6. 

* Grateful acknowledgement is made to the Industrial Accident Com- 
mission of the State of California, to Dr. J. L. Barritt, Director, 
Medical Bureau, to Supervising Referee, Mr. Edmund J. Thomas, Jr. 
(who filled a small room with folders for our perusal) and to Mr. 
Everette A. Corten, Chief Counsel, Industrial Accident Commission. 
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FREDERICK A. FENDER, M.D., San Francisco 


e In 147 industrial compensation cases the evalu- 
ation reached by a neurosurgeon acting as an 
impartial medical examiner was compared with 
the disposition made by the Industrial Accident 
Commission. There was complete or general 
agreement in 71 per cent of the cases, pretty 
sharp disagreement in about 30 per cent. 

In general, the Industrial Accident Commis- 
sion was more liberal than the neurosurgeon 
acting as impartial medical examiner. 


were cases in which there was no controversy about 
the medical status or disability. The problem was to 
assess the responsibility of two or more injuries for 
the claimant’s condition; one study was requested 
for the sole purpose of getting the examiner’s opinion 
on the adequacy of a compromise and release already 
agreed upon. For the most part, however, the ques- 
tions were medical. 

Agreement and disability in the 147 cases in which 
the examiner’s recommendation could be compared 
with the final action of the Industrial Accident Com- 
mission could be classified pretty readily as follows: 


1. Pretty complete agreement 71 48.3% 
2. General agreement 33 22.6% 
(a) Examiner more liberal 10 
(b) Commission more liberal.. 23 15.6% 
. Pretty sharp disagreement 43 29.2% 
(a) Examiner more liberal 14 
(b) Commission more liberal.. 29 19.7% 


Examples appropriate to the first and third head- 
ings may be of interest. 


1. Pretty Complete Agreement 


The case of a 34-year-old machinist presented a 
problem regarding spinal injury or disease. There 
was a mass of conflicting medical opinion, largely 
due, it turned out, to lack of complete medical in- 
formation. The carrier, supported by its medical 
reports, sought to avoid some or all of the responsi- 
bility on the basis of preexisting disease. 

It was necessary for the examiner, through the 
Commission, to correspond with physicians and a 
hospital staff in other states, to review local hospital 
records, to digest a huge medical file and to review 
a large number of x-ray films. The examiner’s report 
was apparently considered a fair analysis of the 
situation. In ruling for the claimant the referee 
read into the “award,” verbatim, the examiner’s 
“opinion.” 
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A second example of another sort of “pretty com- 
olete agreement” may serve to help refute one prej- 
idice against the impartial medical examiner system. 
When the author told a claims attorney that he 
lanned to make the survey here reported, the 
‘ttorney said, “Go ahead, but it’s a waste of time. 
You'll find the Commission follows your recommen- 
lations when you favor the claimant, but not other- 
wise.” That this is not always so is illustrated by 
he following case (and there are several other 
‘xamples) . 

The claimant was a 49-year-old carpenter who had 
received what appeared to have been a trivial cranio- 
cerebral injury several years before our study. His 
chief complaints were “dizziness; misery in neck; 
sick at stomach; weakness right arm and hand; 
ninety per cent loss of sexual power; can’t sleep; 
nervousness; eyes burn in movie.” We thought the 
claimant a true malingerer and thought any sort of 
a settlement undesirable. The Industrial Accident 
Commission’s ruling was “Take nothing.” 


2. General Agreement 


Illustrations of the second main category do not 
seem needed in this paper. These are cases hinging 
on quantitative factors only—in which the examiner 
thought some settlement or disability rating was in 
order, and in which the Commission agreed. They 
are listed as “general agreement” because there was 
only slight disparity between the examiner’s and the 
Commission’s evaluations of the situation. As noted, 
however, the Commission was more generous than 
the examiner twice as often as the examiner was 
more generous than the Commission. 


The number of cases classified in the categories 
“pretty complete agreement” and “general agree- 
ment,” was 104, or 71 per cent of the total number 
reviewed. 


3. Pretty Sharp Disagreement 


More interesting is the third category, comprising 
43 cases or about 30 per cent of the total, in which 
there was pretty sharp disagreement between the 
recommendations of the examiner and the disposi- 
tion by the Commission. In this group, again, the 
Commission was more liberal than the examiner 
twice as frequently as the examiner was more liberal 
than the Commission. 


3a. Disagreement, Examiner More Liberal 


A 35-year-old laborer received a torsion-lifting 
injury to his back. On abundant objective evidence 
the examiner made a diagnosis of herniation of a 
portion of a lumbar intervertebral disk and consid- 
ered the patient disabled for all but the lightest work. 
Assuming that an operation or operations would be 
necessary, the examiner felt that if compromise and 
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release was to be effected it should be for several 
thousand dollars. 

Subsequently, compromise and release was effected 
for $950 in addition to $98.57 that already had been 
paid. 

A 60-year-old laborer received a craniocerebral 
injury of some severity in an eight-foot fall to a 
concrete platform. The history, examination and 
general evaluation of the case made the examiner 
feel that the claimant had considerable permanent 
disability and that he would be able to do only the 
lightest work in the future. 

The compromise and release in this instance was 
$1,250, which seemed somewhat low to the examiner. 


3b. Disagreement, Commission More Liberal 


The claimant was a 35-year-old nurse, unmarried, 
whose buttocks hit a wall after she tripped over a 
gurney. A number of symptoms promptly developed, 
some of which vaguely suggested herniation of a 
portion of an intervertebral disk. A physician she 
consulted confirmed this diagnosis and told her that 
an operation would relieve or cure her. When seen 
by the examiner more than a year after the injury, 
she had not returned to work, and the examiner’s 
opinion was that the situation was entirely functional 
and that there was no herniation of a disk. The 
patient and a vigorous attorney succeeded in win- 
ing an operation for her. Herniation was not found. 
After convalescence there was a compromise and 
release at $8,500 in addition to $3,297.15 already 
paid. The patient announced that she intended to 
continue to be operated upon throughout the length 
of her spine, until somebody found herniation of a 
disk. 

A 44-year-old woman, divorced, a journeyman 
electrician, was seen four years after she had re- 
ceived injury to the low back caused by lifting. 
Radiating pain in the lower extremities led, eventu- 
ally, to two laminectomies and fusions. No hernia- 
tion of a disk or other cause of root compression 
was found at either operation. At the time of this 
examiner’s survey the situation seemed wholly func- 
tional and the patient was judged to be able to work. 
The compromise and release in this case was for 
$13,000. The examiner thought this quite generous. 


Examples of instances in which, possibly owing 
to emotional factors or the desire of the carrier to 
dispose of the case, small settlements were made that 
did not seem justified by actual medical findings, 
may be of interest. 

A 52-year-old former tractor driver had a “crick 
in the back” that had begun while he was making 
repairs on the underside of a wagon. The examiner 
thought the diagnosis was unmistakably amyo- 
trophic lateral sclerosis and reported the situation 
nonindustrial. The patient’s condition made him 
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a pitiable wretch, however, and a compromise and 
release of $897.00 in addition to $993.90 already 
paid, was effected. 


In another case there was an allegation of injury 
to the thoracic spine caused by lifting. There was an 
abundance of objective evidence of neurological 
disease and disability. But, as the examiner pointed 
out, these findings had been recorded in the Stanford 
University Hospital clinic records two years before 
the “injury” occurred. The examiner considered the 
patient’s condition attributable to congenital spastic 
paraplegia and that the situation was not industrial. 


But, again, the patient was a miserable spectacle, 
and it was no surprise to the examiner that, in a hear- 
ing, he received, through compromise and release, 
$1,500 in addition to amounts already paid. 


THE FUNCTIONAL ELEMENT 


Comments on those cases considered “functional” 
seem pertinent in connection with this review. But 
first functional disease must be roughly defined. The 
Fifth Edition of Gould’s Medical Dictionary gives 
this meaning: “Functional disease, a derangement 
of the normal action of an organ without structural 
alteration.” This is not at all the way in which the 
word is used by most western physicians. This exam- 
iner, and most of his colleagues, use the word to 
describe a situation in which there is no real disturb- 
ance of function, but in which complaints originate, 
are aggravated, or are prolonged, by a state of mind 
—such as hysteria, neurosis, psychosis or malinger- 
ing, whether because of a desire for money or simply 
a desire to avoid work, or for some more obscure 
-reason. 

It does not seem proper for a neurosurgeon to 
attempt to go further than to use the word “func- 
tional” in most instances, and we have usually 
adhered to this. A few cases (among which the case 
of the nurse in search of a herniated disk belongs) 
were recognizable, even by the author, as owing to 
hysteria. A few claimants would be recognized as 
malingerers by any competent physician. But in the 
majority it is the examiner’s feeling that the sub- 
diagnosis of the functional state should be a matter 
for a psychiatrist familiar with industrial cases. 
This qualification is necessary because young or 
inexperienced psychiatrists, in the author’s opinion, 
are likely to see a poor, suffering and aggrieved 
human in every palpable fake. 

In the examiner’s opinion the situation was chiefly 
or entirely functional in 39 (26.5 per cent) of the 
147 cases. In an additional 12 (8 per cent) the exam- 
iner reported that the patients were obvious malin- 
gerers. In one instance the patient was thought by 
the examiner to be psychotic. He was thereafter seen 
by a psychiatrist and committed to a state hospital. 
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As this nonindustrial situation probably would have 
been apparent to a layman, the examiner felt justi- 
fied in making the diagnosis. 


Probably it is equally unwise for a neurosurgeon 
to try to identify the origins of the functional states. 
Psychiatric investigation of a patient’s resentment, 
for instance, might show that he had long been 
resentful of everything; that the apparent cause of 
resentment and hence a functional state lay within 
the patient’s own constitution or surrounding life. 
But it may be justifiable for the neurosurgeon to 
mention what appeared, superficially, to be respon- 
sible for the functional state in some instances: 


Desire for Gain 


This is quite easily recognizable in malingerers. 
In another functional group the desire for gain may 
not be apparent to the examiner, attorneys, the 
referee or to the patient himself. In such cases the 
claimant does not recover immediately, once a settle- 
ment is reached. In reviewing the records, however, 
it was apparent, through termination proceedings, 
to determine that recovery, over a period of several 
months, did follow, in long-standing situations, when 
satisfactory financial arrangements were made. 


Patient’s attorneys are most likely to be misled 
in this regard, and are likely—sincerely and hon- 
estly, it seems—to make statements to the effect that 
“anyone can see that the woman is disabled; all you 
have to do is look at her.” Unfortunately, it is not 
that simple. Characteristically these claimants start 
out by saying, “ It’s not money I want; I want to get 
well! No amount of money would pay for what I’m 
going through.” 


Self-Justification 


Some patients persevere in their functional posi- 
tion not because of a desire for gain but in the hope 
that it finally will be proved to the world that they 
were badly injured and that they did and do have 
great suffering. 


Resentment 


Resentment over some aspect of a patient’s course 
after injury appears, to the author, to be the com- 
monest source of a functional state. Resentment, in 
turn, may be due to a number of factors. Those 
noted most frequently in the cases reviewed were 
as follows: 

Treatment by employer. Many employers do not 
recognize that the medical evaluation of a real or 
alleged injury is not within their province. A case in 
point is that of a 25-year-old negro laborer whose 
story (which could not be verified because of the 
lapse of time, although it has not been denied) was 
as follows: He stopped work the day he injured his 
back and reported the injury. When he refused to go 
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back to work, he was promptly ejected from the 
plant by a guard conspicuously armed. He spent the 
remainder of the night unsuccessfully seeking admis- 
sion to various east bay and San Francisco hospitals. 

The functional state in this individual, apparently 
engendered by resentment in connection with this 
episode, has cost the carrier several thousand dollars 
and will cost additional thousands in the future, in 
this examiner’s opinion. 

Management by carrier. A functional state result- 
ing from resentment over management of a case by 
an insurance company is illustrated by the following. 
This story was verified, or at least brought out and 
not refuted, in a subsequent hearing before the Com- 
mission. A 32-year-old female cook received minor 
laceration of a thumb, and pain, tenderness and 
swelling of the thumb followed. In the succeeding 
four months the thumb was twice operated upon for 
purposes of drainage. Still having pain, the claim- 
ant asked the carrier for a change of physicians. The 


Discussion by EDWARD O. 


Dr. Fender has asked the writer, who before his 
retirement in 1947 had many years of service with 
the Industrial Accident Commission of California 
as referee, attorney and Commissioner, to present 
a background to the doctor’s personal conclusions 
relative to the functions of a neurosurgeon as im- 
partial medical examiner appointed in specific cases 
by order of the Commission. Dr. Fender seems 
sometimes to feel at a loss as to how the Commission 
arrived at conclusions differing from his own, in 
view of the record in the case. 

There has been often voiced, particularly by 
representatives of injured workmen, emphatic dis- 
satisfaction with the system of appointing, through 
the machinery of the Commission, specialists in the 
branch of medicine appropriate to the case under 
trial, who should examine both the injured claimant 
and the relevant record, and render an opinion on 
the nature and extent of disability resulting from 
the injury as well as a prognosis and recommenda- 
tions regarding further ~ treatment and medical 
handling. 

The conclusions expressed by its appointee natu- 
rally bear great weight with the Commission, but the 
critics insist that the merits of the injured person’s 
claim as to his disability should be passed on by the 
official actually hearing the evidence, including tes- 
timony and reports of the physicians of each party 
to the case, and the judgment should be rendered by 
that official uninfluenced by the opinions and advice 
of strangers to the actual testimony and proceedings, 
no matter how eminent. Another objection expressed 
is on the ground that the examiner is influenced, 
unconsciously or not, by knowing that his fee usu- 
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claims representative told her to return to the orig- 
inal physician for a period of two weeks, and “At 
the end of that time we'll know whether to give you 
a million dollars, kick your butt or continue treat- 
ment.” 

These words burned themselves into the patient’s 
mind and into the case history and, in this exam- 
iner’s opinion, needlessly complicated recovery and 
added greatly to the expense of disposition. 

One functional state is believed to be based on 
unjustified resentment. Some patients, having re- 
ceived excellent medical care at the hands of the 
carrier, bemoan the fact that nothing is being done 
for them, when, as far as could be determined, every- 
thing within the bounds of prudent medical manage- 
ment had been done. Other patients in this group 
seem unable to understand the limits of the responsi- 
bilities of the carrier and the Industrial Accident 
Commission. 

2209 Webster Street, San Francisco 15. 


ALLEN, San Anselmo 


ally comes indirectly from the employer’s side of 
the case, although formally paid by the Commission. 
A brief historical background may be appropriate, 
as to how the Commission arrives at its conclusions. 

It should be remembered that it was thought and 
planned in the beginning of the Industrial Accident 
Commission’s history, 40-odd years ago, that the 
proceedings of that body should be “administrative” 
in character, and that rough but sympathetic justice 
should be rendered injured employees “around a 
table,” with dispatch and without the complica- 
tions and technicalities inherent in court proceed- 
ings. Nevertheless actual experience eventually 
showed that—although not called so—the Com- 
mission was actually a “court” and as such is 
subject to limitation and procedural requirements 
arising from the state and federal constitutions and 
laws. 

Amongst such is “due process of law,” from 
which follows the right of each disputing party to 
be heard and to be presented with the other’s evi- 
dence, along with the right of cross-examination; 
and there follow also the rules of evidence and the 
rules governing conclusions reached by the judge, 
and the like. Under this head there arises the con- 
troversy as to right of the Commission to appoint, 
within its own judgment, a presumptively impartial 
expert to advise the Commission where the parties’ 
testimony is contradictory or, in the tribunal’s 
opinion, is inadequate for a well-founded decision. 

Since the Commission, as a court, is in effect on 
a level with the Superior Court, or general civil 
trial tribunal, it would seem equally entitled to 
appoint medical examiners in the same circum- 
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stances as the Superior Court is allowed to do, 
under a statute enacted in recent years. 

It is also contended that the findings and opinion 
of the attending physicians should be paramount 
in the body of the medical evidence. The opposite 
contention, that the case should be decided by the 
hearing officer receiving only the testimony offered 
by the parties and making his own appraisal as to 
weight and degree of honesty of the evidence, is not 
in accord with the prevailing philosophy calling 
upon the Commission to make the necessary en- 
quiries to develop the true facts and the causes 
of claimed disability. 


Aside from its judicial duties of rendering de- 
cisions as between the injured employee or de- 
pendents and the employer or his insurance carrier, 
the Commission has functions which are genuinely 
“administrative” in character. Since first operating, 
the Commission has set up a Medical Department, 
designed not only to examine injured employees 
who appear informally seeking advice or desiring 
a rating for permanent industrial injuries, or in- 
formally to evaluate medical bills and the like, but 
also to act in an advisory capacity to the Com- 
mission itself. 


In actual practice in judicial cases the trial 
officers as well as the Commissioners often resort 
to the staff of the Medical Department to learn the 
meaning and significance of medical terms and the 
nature and industrial causes of disabilities which 
are the subject of controversy in a formal case, as 
well as the merits of written medical reports re- 
ceived in evidence. The judgment of the Medical 
Department that the case calls for an impartial 
‘medical examination often eventuates in the ap- 
pointment of such an impartial examiner, and 
almost invariably the appointment of the examiner 
is made on the department’s recommendation as 
to the particular expert to be appointed. 


The embarrassment as to “due process” lies in 
the fact that the personal contacts for the above 
purposes between the judicial officer and the depart- 
ment physician are not made a part of the record, 
and the parties to the case in hand are not neces- 
sarily advised of the extent to which the ruling of 
the judicial officer is influenced or based on the 
informal advice given him by the physician—all 
in good faith, of course. 

Moreover, since the Commission has no allow- 
ance for paying the fee and laboratory expenses of 
the examiner, none can be appointed unless one of 
the parties agrees to pay him, and the usual upshot 
is the agreement of the employer or insurance car- 
rier to bear the costs. 

Although the Commission for a time after its 
formation 40-odd years ago endeavored to make 
decisions in cases where a Commissioner presided 
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over the hearing, it was soon found that claims 
were too numerous to permit a Commissioner to 
preside personally, and a system was adopted of 
employing referees, qualified as lawyers, to hold 
the hearings and take the testimony, the transcript 
whereof would be studied and reviewed at head- 
quarters. In due course the cases again became too 
numerous, so the referees were given the authority 
at first to recommend a decision to be approved or 
the’ opposite and later actually to sign decisions, 
most of which would receive official approval pro 
forma. 


The testimony is always taken down by a short- 
hand reporter, but not transcribed unless a party 
requests and pays for the transcript, although the 
Commission sometimes orders a transcript for its 
own information and review. But the referee al- 
ways accompanies his decision with a report of the 
substance of the testimony as noted by him, and 
a memorandum of the reasons why he arrived at 
the decision. It should be particularly noted that 
medical testimony for the most part is not oral at 
a hearing, as in the civil trial courts, but consists 
of unsworn written reports currently prepared by 
the attending and consulting physicians of the de- 
fendant employer or insurance carrier and of such 
physicians or consultants as may be engaged on 
behalf of the claimant. 

Perhaps 90 per cent of the tens of thousands of 
industrial accidents never reach the Commission as 
formal claims, although the employer and the in- 
surance carrier retain the medical record in each 
case. The remaining approximate 10 per cent arise 
mostly from dissatisfaction of the injured employee 
at the outcome of the treatment furnished him, and 
he may decide to resort to his own physician or 
trust to the judgment of the Commission. Oral tes- 
timony of physicians at a formal hearing is not the 
rule, but sometimes one or both of the parties deem 
such oral appearance desirable in order to emphasize 
his physician’s conclusions or to render clear what 
is usually a complex or abstruse medical contention 
as to the nature and cause of the claimed disability. 

The principle of “due-process of law” requires 
that an impartial medical examiner may be cross- 
examined orally on the witness stand, although the 
party producing him must pay the appropriate wit- 
ness fee as in any other case of medical testimony. 
The litigated ten per cent of injuries above referred 
to of course includes all the other causes of action 
outside the medical and disability field, such as 
jurisdiction, compensability in law, dependency, 
and the like. 

Some critics of the present examiner system con- 
tend that the fair and just method of reaching con- 
clusions as to the nature, extent and cause of dis- 
ability should be an official Medical Department 
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taffed with sufficient physicians of the various 
pecialties, who are prepared to examine all claim- 
nts, whether injured employees appearing infor- 
ially or as formal parties to a case, like the medical 
‘epartments operated by the commissions of some 
ther states. In practice this, in the long run, would 
end to repose the decision as to disability and cause 
a the medical group rather than in the referee or 
ommission, and the question would always remain 
s to the adequacy of the examination and medical 
xaminer’s survey of the record, and the capability 
if the doctors, whose monetary compensation would 
n the main be similar to that of a general prac- 
itioner. Budgetary considerations also enter in. 


Realistically, it seems to be conceded by those in 
the work-a-day world of workmen’s compensation 
that the present system of passing judgment on a 
workman’s claim regarding his disability attrib- 
utable to industrial injury is as effective and as 
just as human infirmity permits. It is the observation 
of the writer over three decades of close-connection 
with industrial injury matters in California that the 
work of the impartial medical examiners has con- 
tributed in an important degree to this result. They 
have almost without exception been truly impartial, 
painstaking and conscientious, animated by a spirit 
of civic service, and of course skilled in their special- 
ties and in their judgment in probing the obscurities 
of medical phenomena. 

On the other hand the commissioners and referees 
were chosen for qualities quite other than the 
knowledge and understanding of medical problems 
and medical terminology and ways of thought. The 
referees through long contact with many contested 
cases involving recurrent types of disabilities have 
absorbed considerable medical knowledge, but not 
enough to make decisions (as some insist they 
should do) without the best of advice. How, within 
the pressures of litigation and administration of 
complicated variety and magnitude, can the Com- 
mission and referees do otherwise than they have 
done, with regard to disability problems, without a 
little stretching of “due process”? 

The specialty which Dr. Fender follows, neuro- 
surgery, is probably called upon for appointments as 
examiner more frequently than other specialties, for 
the reason that back injuries occur often and present 
difficult and obscure forms for analysis. When the 
genus homo evolved into the biped, nature did not 
quite adjust the quadrupedal bones of his spine and 
pelvis. Long ago, when the railroads were king, 
their claims departments always had a perplexing 
time with the then entitled “railway spine,” and the 
difficulty still persists. With the best of good faith, 
experts differ amongst themselves as to the extent 
of bodily damage to the spine inflicted by injury, 
when the “personal equation” of the patient is 
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taken into account, and the condition of the interior 
structures of the body can not be fully ascertained 
by the most ingenious techniques of modern medical 
science. 


Where the physician reporting for or put on the 
witness stand by the claimant expresses findings and 
opinions contradicted or much modified by those 
of the defendant—and usually the latter have ad- 
ministered the treatment from the beginning of the 
case—it is certainly mandatory to place the problem 
in the hands of a disinterested expert, whose sound 
judgment, backed by extended experience, as well 
as his examination of the patient and a study of the 
entire record and testimony, should prevail unless 
convincing considerations otherwise are shown. 

Dr. Fender’s article discusses what he calls the 
“disagreement” between his own conclusions and 
the Commission’s decisions which awarded or de- 
nied compensation where the examiner’s recommen- 
dation if followed would have resulted in the oppo- 
site award. Except in the earlier years it has been 
the Commission’s rigorous policy not to put into the 
record anything in writing expressing their reasons 
for reaching a decision. The referees on the contrary 
are expected to discuss in the record the considera- 
tions which prompted them to recommend a decision 
which they deem just and in accord with the evi- 
dence. Certain types of cases (very often including 
those needing an examiner) automatically go to the 
Commission for decision, and in a material percent- 
age the referee’s recommendation is reversed. 

In the absence of a memorandum of the Commis- 
sion it is guesswork to deduce the animating rea- 
sons, and “disagreement” with the examiner’s con- 
clusions may not necessarily enter in. The referee’s 
memoranda in the case may throw light on the 
reasons, but it should be remembered that the staff 
of referees is quite numerous, and they naturally 
differ in their slants of thought and personal equa- 
tions, and where substantially identical circum- 
stances of fact and testimony, but in separate claims, 
are presented to two referees the respective decisions 
may be opposite in essentials. 

It was observed by the writer as time went on in 
his service that there occurred little or no personal 
oral discussion of the cases between the Commission 
and the respective referees; and oral argument by 
the attorneys, although it is the rule in the civil 
courts, was banned before the Commission. The 
Commission learns of the case before it only from 
written memoranda, petitions or briefs, and from 
occasional transcripts of testimony including the 
written medical reports. 

The explanation for the above situation is largely 
the vast number of claims flooding a tribunal of 
quite limited membership, and still governed by the 
tradition that it is an “administrative tribunal” and 
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not a court determining property rights under a 
statute granting to employees monetary benefits 
taken from the employers. 


Dr. Fender discussed at considerable length the 
important matter of settlements, which are permitted 
by statute, whereby upon approval of the Commis- 
sion the employee agrees to receive and the defend- 
ant to pay a fixed sum of money with a complete 
release of further liability by reason of the injury 
in question. Some state commissions have the prac- 
tice of using this method of concluding a contro- 
verted claim to a much greater extent than in Cali- 
fornia, although here it is quite frequently resorted 
to where genuine doubt arises as to the extent of 
disability and the prognosis, or as to compensability 
in law, or where the effect of settlement and its pay- 
ment is expected to have a therapeutic effect on 
the mind of the claimant. 


Back injuries lend themselves readily to a neu- 
rotic, or “functional,” disability and the services of 
an examiner are of great value in the determination 
of the question whether or not the disability is of 
this character, and of how to handle it. Since early 
in its history the Commission has approved settle- 
ments of this sort, on eminent medical authority that 
a neurosis, or other psychological irregularity, can 
be relieved upon a payment which satisfies the mind 
of the claimant. 


Since it is sometimes the case that this expectation 
is not realized, that the disability continues, and a 
reopening of the order approving the settlement is 
open to legal and other difficulties, the Commission 
once devised a form of what it called “a gentlemen’s 
_ agreement” whereby the defendant in a separate 
document, kept secret from the neurotic and his 


attorney, agrees to reopen the case voluntarily if the 
settlement has not effectuated the expected cure. 
This procedure has fallen into disuse, since on: 
school of attorneys representing claimants appa: 
ently distrusted the gentlemanliness of the other side, 
or at any rate secrecy was hard to maintain. 

It would be of great value to the work of th 
Commission and to the medical profession in genera’ 
as well as to civil practice for damage claims, if 
systematic follow-up of approved compromise: 
claims in compensation could be established an 
there could be compiled statistical information o1 
the sequels of all cases of traumatic neurosis, thu: 
affording information as to the success and failur: 
of this “‘settlement”” mode of therapy. The Commis 
sion at one time was about to inaugurate such ; 
system and employ investigators, but an econom) 
urge in one of the incoming state governors put < 
stop to it in the budget. (The writer, in several cases 
of alleged traumatic neurosis, where as referee he 
urged settlement which was approved, happened t« 
learn by accident long after the case was concluded 
that there was full and permanent recovery to nor- 
mal after the payment of the compromise. ) 

Dr. Fender is to be thoroughly commended for 
compiling his personal information on the cases he 
has handled as examiner, and his conclusions should 
be of great value to those involved in similar mat- 
ters. It is hoped and urged that those physicians, in 
all branches of medicine, who are and have been 
called upon for service as examiner would join Dr. 
Fender in similar reports, thus creating a compila- 
tion of factual information of inestimable value in 
improving the methods of ascertaining the correct 
compensation and care for disabilities resulting 
from industrial accidents. 
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Ipoproteins and Diet in Coronary Heart Disease 


. Five-Year Study 


THOMAS P. LYON, M.D., and ALEXANDER YANKLEY, M.D., San Jose, and 
JOHN W. GOFMAN, M.D., and BEVERLY STRISOWER, B.S., Berkeley 


OME SIX YEARS AGO we began a series of investiga- 

ons concerning the relationship of serum lipopro- 
‘eins with the clinical aspects of coronary heart 

isease.”"3.+ The earliest studies indicated that sur- 

ivors of myocardial infarction showed distinctly 
and significantly higher average levels of certain 
serum lipoproteins than did a group of clinically well 
persons matched by age and sex. These early obser- 
vations have been amplified and extended jin a series 
of studies over the past several years which indicate 
clearly that an association exists between certain 
serum lipoproteins and clinical coronary heart 
disease. 

During this period we have had the opportunity to 
observe 470 patients with manifest clinical coronary 
heart disease and to note the relationship of lipopro- 
tein content of the serum with the clinical features 
of the disease, including diagnostic, prognostic and 
therapeutic features. The purpose of this presenta- 
tion is to report some aspects of the current status 
of this follow-up experience with clinical coronary 
heart disease. 


Method 

The serum lipoproteins are determined by the use 
of the preparative and analytical ultracentrifuge. 
Lipoproteins are named in terms of their rate of 
migration in an intense centrifugal field. The unit of 
migration rate is the Standard Svedberg of Flota- 
tion or Standard S; unit. Two major classes of ultra- 
centrifugally determined lipoproteins have been of 
interest with respect to coronary heart disease, the 
Standard S$,0-12 lipoproteins and Standard S;12-400 
lipoproteins. From our earlier studies of coronary 
disease it became evident that both these classes of 
lipoproteins are significantly higher in persons who 
have the disease than in the apparently healthy popu- 
lation. Thus it becomes desirable to integrate the two 


findings into a single measurement. One way to do 
this would be simply to add the Standard S,0-12 
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e In a follow-up study for a five-year period of 
351 patients with myocardial infarction and 119 
patients with angina pectoris, the following ob- 
servations were made: 

(a) The previously reported lipoprotein 
atherogenic index elevation in coronary heart 
disease was confirmed. 

(b) The prognosis in angina pectoris is strik- 
ingly and significantly worse when the lipopro- 
tein atherogenic index is high. 

(c) Patients who died in the follow-up period 
showed significantly higher atherogenic index 
values than those who survived. 

(d) The lipoprotein atherogenic index meas- 
ure is much superior to the serum cholesterol 
measurement as an indicator of the lipid dis- 
order in coronary disease. 

(e) The low fat, low cholesterol diet is effec- 
tive in maintaining chronically lowered lipopro- 
tein atherogenic index values. 

(f) In patients who said they did not adhere 
to a low fat, low cholesterol diet, the recurrence 
and death rate was four times as high as in 
patients who stated they adhered to the diet. 


level to the Standard S;12-400 level. However, sta- 
tistical analysis of the data indicates that, from 
present estimates, every milligram of S;12-400 lipo- 
protein is approximately 1.75 times as important 
for coronary disease as every milligram of Stand- 
ard S,0-12 lipoprotein. Therefore, before combining 
the two lipoprotein values, the Standard S,;12-400 
level is multiplied by 1.75 to take into account its 
greater value per milligram. The combined meas- 
ure of these lipoprotein molecules is designated as 
the Atherogenic Index value, or A.I. value. 


Atherogeni¢ Standard (S:0-12) + 1.75 Standard (S+12-400) 
ndex = See 
The divisor 10 is used arbitrarily to achieve a con- 
venient scale of Atherogenic Index values. In lipo- 
protein terms a person is described in terms of his 
Standard S;0-12 level, his S;12-400 level, and his 
overall atherogenic index value which combines both 
lipoprotein findings. It is to be emphasized that 
elevation of one of the lipoprotein classes is by no 
means necessarily accompanied by elevation of the 
other. Hence the best description of the metabolic 
situation requires knowledge of both S,0-12 and 
S,12-400 levels. 
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TABLE 1.—Comparison of ye and Atherogenic Index 
Values in 351 Cases of Myocardial Infarction and in an Age and 
Sex Matched Group of Clinically Well Individuals 


Standard 
S,0-12 
(mg. per 
100 ml.) 


Standard 

$,12-400 

(mg. per Atherogenic 
100 ml.) Index 


351 cases of coronary 
disease 280.5 90.7 
Matched control group*.... 378.4 238.6 79.6 


41.9 11.1 
p<0.001 p<0.001 


*The matched control group represents clinically healthy persons 
matched by age and by sex with the infarct group. Such clinically 
healthy persons were Civil Service employees, industrial employees, 
and from the population sample taken in the U. S. Public Health 
Service Study at Framingham, Massachusetts. The lipoprotein values 
for the controls are based upon determinations in 1,972 males be- 
tween the ages of 35 and 69 years and in 912 females between the 
ages of 40 and 69 years. Detailed descriptions of these population 
samples are in the publication of Glazier. 


t p= probability that same effect would occur by chance alone. 


p<0.001 


Results of This Follow-up Study 


A. Myocardial Infarction Versus Clinically Well 
Individuals. 


The present studies are based upon our experi- 
ences with 351 patients having survived a docu- 
mented myocardial infarction plus 119 patients with 
the clinical diagnosis of angina pectoris. This is a 
“blind” study in that the clinicians and the patients 
at no time have available to them the lipoprotein 
and atherogenic index findings. The lipoprotein and 
atherogenic index values for the 351 myocardial 
infarction cases are presented in Table 1. 

It is quite clear from the data of Table 1 that our 
series of 351 patients shows significant Standard 
$,0-12, Standard S,;12-400, and atherogenic index 
elevations compared with a matched group of clini- 
cally well persons. This provides an independent 
corroboration of earlier published data showing 
elevation of these values in coronary artery disease. 


B. The Atherogenic Index in the Prognosis of Coro- 
nary Disease. 


(1) In Angina Pectoris 


A group of 119 patients with angina pectoris but 
without evidence of previous myocardial infarction 
were studied over a five-year period. Of this series, 
31 patients have gone on to have proven myocardial 
infarction, and, of these, 14 patients have died. The 
lipoprotein and atherogenic index data on these 31 
patients and in the remaining 88 uncomplicated 
cases of angina pectoris are presented in Table 2. 

There is a striking and highly significant 
(p= 0.004) elevation in atherogenic index value in 
those cases of angina pectoris that go on to myo- 
cardial infarction as compared with those in which 
this complication does not develop, thus demon- 
strating the prognostic value of lipoprotein deter- 
mination in angina pectoris. 
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TABLE 2.—Comparison of Serum Speoretete and Atherogenic 
Index Values in Angina Patients Deve op ng Myocardial Infarction 
and in Angina Patients Remaining Uncomplicated 


Standard 
$,0-12 
of (mg. per 

Cases 100 ml.) 


Standard 
$,12-400 


(mg. per Atherogeni 
100 ml.) Index 


Number 


Angina becoming 
infarction 

Angina remaining 
uncomplicated .... 88 410.5 259.4 86.4 


422.4 354.8 104.3 


Difference 11.9 95.4 17.9 


TABLE 3.—Comparison of Atherogenic Index Values in 52 Patient 
who Died and 299 Patients who Survived 


Number Mean 
of Cases Atherogenic Inde 


Patients dying during 

follow-up study : 98.2 
Patients surviving during 

follow-up study 89.4 


Difference 8.8 
Significance test p—=0.05 


(2) Myocardial Infarction 


This group is represented by 351 patients witl 
myocardial infarction who were observed over : 
period of five years. Fifty-two of these patients died 
of cardiovascular complications during this period 
Comparison of the initial atherogenic index values 
in the 299 survivors and the 52 patients who died 
is given in Table 3. 

These data indicate that patients with myocardial 
infarction who subsequently died of further vascu- 
lar complications were characterized by higher 
atherogenic index values than those who survived. 

The follow-up findings both in angina pectoris 
and in myocardial infarction are consistent.in dem- 
onstrating that the higher the atherogenic index 
values the poorer the prognosis for patients with 
coronary disease. 


C. Comparison of the Serum Lipoprotein-Athero- 
genic Index Measurement with the Serum Cho- 
lesterol Level as an Indicator of the Lipid 
Disorder in Coronary Disease. 


Of special interest to clinicians is the relationship 
of the lipoprotein-atherogenic index findings to the 
more familiar serum cholesterol measurement. As 
was pointed out previously, the lipoprotein measure- 
ment is much more accurate as an indicator of the 
lipid disorder in coronary disease than is the serum 
cholesterol measurement. The serum cholesterol! 
measurement is misleading especially when it is 
relatively low, for here many persons may show 
very high atherogenic index values and high lipo- 
protein levels. Presented in Table 4 are several illus- 
trative examples of discrepancies between athero- 
genic index values and serum cholesterol levels in 
patients with coronary artery disease. 
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SABLE 4.—Cases of Coronary Artery Disease where a Low Serum 
‘holesterol Level is anaes y a Very High Atherogenic 
index Value 


Serum Cholesterol Level 
(mg. per 100 ce.) 


128 141 
229 94 
187 128 
231 117 
192 99 


Atherogenic Index 


well 55-year-old male.. 250 79 


ABLE 5.—Chronically Maintained Atherogenic Index Values in 
Dieters and Nondieters (4-year Study Period) 


croup Number Atherogenic Index 


jondieters 95.3 
84,2* 


Difference 11.1 
Significance test of difference....p—0.01 


* After correction by 1.9 units. 


The relationship between the lipoprotein-athero- 
genic index measure and the serum cholesterol 
measure may be more fully illustrated by consider- 
ation of the actual distribution of levels for all pa- 
tients originally studied for whom both measure- 
ments are available. Since :consecutive cases are 
utilized here, there can be no bias owing to deletion 
of cases with any particular type of distribution. 
Seventy cases were available for such an analysis. 
If the mean values of the serum cholesterol and 
atherogenic index in the matched control population 
are taken as cutting points, it is possible to consider 
how many of the infarct cases are high on both 
measurements (serum cholesterol and atherogenic 
index), how many are high on one measure but not 
the other, and how many are low on both measures. 
The distribution of cases is shown in the following: 

Cholesterol Below Cholesterol Above 


Mean for Mean for 
Matched Controls Matched Controls 


Atherogenic index above 

mean for matched controls... 21 32 
Atherogenic index below 

mean for matched controls.... 13 4 

Twenty-one cases of myocardial infarction were 
high on the atherogenic index measurement but low 
on cholesterol measurement, whereas only four cases 
were high on the cholesterol measurement but low 
on the atherogenic index (high and low referring 
to level as compared with the mean for matched 
controls). Statistical analysis indicates a p value 
<0.01 that the observed distribution could have 
occurred by chance sampling alone. Overall, 53 of 
the 70 cases (75.7 per cent) were higher than the 
mean for matched controls on the atherogenic index 
measurement, whereas 36 of 70 (51.4 per cent) 
were higher than the mean for matched controls on 
the cholesterol measurement. 
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Therapeutic Approaches to Coronary Heart Disease 


In an earlier report*:* it was noted that patients 
placed on a low fat, low cholesterol diet experience 
an average lowering in lipoprotein and atherogenic 
index values. This is true independent of any altera- 
tions in body weight. The present report deals with 
a five-year experience in the practical application of 
low fat, low cholesterol diets with respect (a) to 
lowering of lipoprotein levels, and (b) to the efh- 
cacy of such a dietary regimen in prevention of 
recurrence of myocardial infarction in patients with 
known coronary disease. 


D. (1) Effect of a Low Fat, Low Cholesterol Diet 
Upon Serum Lipoprotein Levels in Ambulatory 
Patients with Coronary Disease. 


Over a five-year period a study was made of 217* 
patients with respect to the effect of a low fat, low 
cholesterol diet upon serum lipoproteins. Classifica- 
tion of the patients with respect to dietary habits 
was based solely upon the patient’s written response 
to a questionnaire. Since the lipoprotein determina- 
tions were not known either to the patient or to 
the clinician, there is no possibility of bias of the 
dietary history through a foreknowledge of lipopro- 
tein response. In this way two major groups were 
delineated : 


1. One hundred and forty-three patients (mean 
age 54 years) who stated they had followed the low 
fat, low cholesterol diet well or moderately well dur- 
ing the follow-up period (average 4 years). 


2. Seventy-four patients (mean age 56 years) 
who stated they had not followed the low fat, low 
cholesterol diet during the follow-up period (aver- 
age = 4 years). 

A test was made of the initial lipoprotein levels 
and atherogenic index values in these two groups, 
before any dietary regimen had been instituted. No 
significant difference in initial atherogenic index 
values could be demonstrated between the dieters 
and nondieters, the values being 92.0 and 93.9, 
respectively. The average atherogenic index values 
beyond the first sample maintained by the dieters 
and nondieters over the four-year follow-up period, 
corrected for the 1.9 unit difference at the start of 
the study, are given in Table 5. 

These data show that the patients following the 
low fat, low cholesterol diet maintain lower lipo- 
protein levels and atherogenic index values than 
patients not following the diet. The diet advised 
included a limit of 50 gm. of total fat and 200 mg. 
of cholesterol daily. 


*The 217 patients were from the original series of 351 whose cases 
were described. Persons who had already been on a low fat diet or a 
weight reduction regimen before the first blood study were excluded. 
Lipoprotein levels were not even known when such exclusion was 
made. The other cases excluded represented cases available to us only 
for an initial study, without follow-up. Again no foreknowledge of 
lipoprotein level could have influenced the exclusion of such cases 
from subsequent follow-up. 
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TABLE 6.—Follow-up Findings in Relation to Diet in 280 Cases of 
Myocardial Infarction {Average Follow-up Period 4 years) 


Number of 
Recurrences of 
Myocardial Infaretion 


51 (of whom 13 died) 
15 (of whom 4 died) 


Average 

No. Follow-up 

Group of Cases Period 
Nondieters ..... 125 


Dieters 


4.2 years 
3.8 years 


D. (2) Effect of a Low Fat, Low Cholesterol Diet 


Upon Recurrence of Myocardial Infarction. 


This study was made on a series of 280* patients 
who had had a myocardial infarction. No patients 
were admitted to this series unless they had been 
followed by us for one year without recurrence of 
myocardial infarction. Patients with known malig- 
nant disease or overt congestive heart failure at the 
outset were excluded from this study. Dietary clas- 
sification of all living patients was made solely 
upon the questionnaire filled out by the patient. 
Classification of cases in which the patient died was 
made by questioning the nearest relative. The total 
series consisted of 155 dieters and 125 nondieters. 
The follow-up findings are presented in Table 6. 


The myocardial infarction recurrence rate was 
approximately four times as high in the non- 
dieters as in the dieters (significance test shows 
p=0.000001). Furthermore the myocardial infarc- 
tion death rate is four times as high in the non- 


*These 280 patients represent those out of the original 351 cases 
studied who qualified by (a) mot having any recurrent infarction 
within one year of initiation of the study, and (b) by not having 
either malignant disease or overt congestive failure known at the 
outset. The same criteria were of course applied both to the diet 
and nondiet group. 


dieters as in the dieters (p—0.005). These data 
suggest that for those patients who claimed adher- 
ence to the diet, the rate of progression of clinica! 
coronary disease was reduced. There is no way o! 
judging extent of adherence to the diet nor o' 
ruling out the possibility that other factors in the 
patient’s hygiene may have operated, in part a 
least, to bring about the observed result. Inasmuc! 
as elevated lipoproteins and atherogenic inde> 
values predict a high rate of progression of coro 
nary heart disease and since the present stud: 
demonstrated that dietary measures result in chron 
ically lowered atherogenic index values, it wouk 
appear probable that at least part of the observe 
beneficial effect of diet in reduction of coronar 
recurrence rate and coronary death rate operate 
by way of lipoproteins. 
99 South Ninth Street, San Jose. 


REFERENCES 


1. Glazier, F. W., Tamplin, A. R., Strisower, B., deLalla, 
O. F., Gofman, J. W., Dawber, T. R., and Phillips, E.: 
Human serum lipoprotein concentrations, J. Gerontol., 9:39 
1954. 

2. Gofman, J. W., Lindgren, F. T., Elliot, H. A., Mantz 
W., Hewitt, J., Strisower, B., Herring, V., and Lyon, T. P.: 
The role of lipids and lipoproteins in atherosclerosis 
Science, 2877:166-177 and 186, Feb. 17, 1950. 

3. Gofman, J. W., Jones, H. B., Lindgren, Frank T., Lyon 
T. P., Elliott, H. A., and Strisower, B.: Blood lipids and 
human atherosclerosis, Circulation 2:161-178, Aug. 1950. 

4, Lyon, T. P., Jones, H. B., Graham, D. M., Gofman, 
J. W., Lindgren, F. T., and Yankley, A.: Further studies on 
the relationship of S;10-20 lipoprotein molecules to athero- 
sclerosis, A.M.A. Arch. Int. Med., 89:421-7 March 1952. 


CALIFORNIA MEDICINE 





julfisomidine in the Treatment of Pertussis 


ELMER A. ANDERSON, M.D., Los Angeles, EVELYNNE G. KNOUFF, M.D., 
South Pasadena, and ALBERT G. BOWER, M.D., Pasadena 


LTHOUGH wide-spectrum antibiotics have been 
idely used in the treatment of pertussis, few re- 
orts have appeared in the literature on the use of 
ulfonamides for this purpose. A laboratory study 
y Bradford, Brooks and Katsampes' showed that 
alfonamides may have a specific action against 
experimental pertussis. They administered sulfadia- 
sine and immune rabbit serum separately to mice 
infected with murine pertussis and found that each 
protected the animals when given 24 hours after 
infection. 

Brainerd? reported upon a clinical study in which 
a sulfonamide was used for whooping cough. He 
administered sulfadiazine and hyperimmune gamma 
globulin to a group of 26 infants who had pertussis 
complicated by pneumonia, many of whom ap- 
peared almost moribund when first seen. In another 
group, 26 infants with uncomplicated pertussis, 
only nine of whom were febrile, were treated with 
hyperimmune gamma globulin alone. It was ob- 
served that the latter treatment “appeared to shorten 
the course, lessen the severity and reduce the rate 
of complications”; but the combination of sulfa- 
diazine with hyperimmune gamma globulin had 
added merit in that it “appeared to affect favorably 
the mortality rate of pertussis complicated by pneu- 
monia.” 

In view of the limited number of reported studies 
in this field, the authors observed a group of 21 
patients with pertussis who were treated with sulfi- 
somidine (Elkosin®) in the Communicable Disease 
Unit of the Los Angeles County Hospital. Sulfisomi- 
dine replaced chloramphenicol as the drug used in 
the treatment of whooping cough. However, hyper- 
immune pertussis serum was continued in the same 
manner as with the previous regimen. 

The patients in this study varied in ages, the ex- 
tremes being seven weeks and five years. Fourteen 
of the patients were females and seven were males. 
Seven of the cases were complicated by broncho- 
pneumonia. The average time in the hospital was 
ten days; the shortest stay was five days and the 
longest 25 days. There were no deaths in this series. 

The dose of sulfisomidine used was 0.26 gm. per 
kilogram of body weight per 24 hours. It was given 


From the Communicable Disease Unit, Los Angeles County General 
Hospital, Los Angeles 33. 


Elkosin® (sulfisomidine) was supplied by Ciba Pharmaceutical 
Products, Inc., Summit, New Jersey. 
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e Sulfisomidine and pertussis serum were used 
in the treatment of 21 patients with pertussis. 
Twenty of the patients were under six months of 
age and seven had bronchopneumonia. 

Therapeutic concentrations of the drug in the 
blood were obtained in 14 cases when it was 
given in dosage of 0.26 gm. per kilogram of 
body weight per 24 hours. 

The average stay in hospital was ten days. 
None of the patients died. Hematuria developed 
in one case but crystalluria was not concomitant 
and it abated promptly when fluid intake was 
increased. 


orally. No alkalinizing solutions or other drugs 
were given. Administration of the drug was started 
as soon as examinations of the blood and urine at 
the time of admittance were completed. The content 
of sulfisomidine in the blood and urine was deter- 
mined for the first time 24 to 36 hours after the 
initial dose of the drug. Subsequent determinations 
were done at 24 to 72-hour intervals during the 
period of administration. 

Therapeutic concentrations in the blood—more 
than 10.0 mg. per 100 cc.—were achieved in 16 of 
the cases in 36 hours after the start of treatment. 
These levels were easily maintained on a standard 
maintenance dose. Sulfisomidine was rapidly ex- 
creted in the urine. The simultaneous determina- 
tions of content in the blood and the urine showed 
a highly variable ratio without value in attempted 
correlation. Hemolytic anemia or agranulocytosis 
did not develop in any of these cases. 

As to blood concentrations of the drug, the lowest 
was 5.0 mg. per 100 cc. (two cases) and the highest 
53.1 mg. per 100 cc. (one case). In five patients 
the concentration was between 5.0 and 10.0 mg. per 
100 cc., in seven between 10.0 and 20.0 mg., in 
three between 20.0 and 30.0 mg., and in six it was 
greater than 30.0 mg. per 100 cc. 

Concentrations in the urine, in milligrams per 
100 cc., were as follows: 2.8 to 10.0, three patients; 
10.0 to 20.0, two patients; 20.0 to 30.0, one patient; 
greater than 30.0, twelve patients. The highest con- 
centration in the urine was 113.0 mg. per 100 cc. 

Only one patient in the series had hematuria. 
This developed on the seventh day of therapy when 
the blood level was 12.9 mg. of sulfisomidine per 
100 cc. and the urine level was 40 mg. per 100 cc. 
The urine pH was 5. At the time, the reaction for 
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albumin was 1 plus, but there was no crystalluria in 
spite of the acid urine. Hematuria abated promptly 
when fluid intake was increased. Repeated urin- 
alysis on all the patients revealed acid urine and 
without exception the pH never was greater than 5. 
In spite of this, no sulfonamide crystals or red 
blood cells were ever found in the urine. 


The highest blood level of sulfisomidine in any 
case in the series (53.1 mg. per 100 cc.) was con- 
comitant with a level of 59.3 mg. per 100 cc. of 
urine. The patient was a girl three and a half 
months of age who was in an excellent state of 
hydration and nutrition at the start of therapy. This 
patient had been ill for seven days prior to admis- 
sion to the hospital. Cyanosis associated with par- 
oxysmal coughing was noted for the first time on 
the day of admission. The infant received 250 mg. 
of sulfisomidine by mouth at the time of admission 
and every six hours thereafter. In addition 5 cc. of 
pertussis serum was given intramuscularly, along 
with other supportive measures. Approximately 36 
hours after the first dose of sulfisomidine the blood 
level was 23.5 mg. per 100 cc., seventy-two hours 
later the blood content was 53.1 mg. and the urine 
content was 59.3 mg. per 100 cc. 


It is of interest to note that for the year between 
July 1, 1952, and June 30, 1953, a total of 244 pa- 
tients were treated for pertussis in the Communi- 
cable Disease Unit of the Los Angeles County Hos- 
pital. Excluding the 21 patients reported upon here, 
25 (11.2 per cent) had bronchopneumonia and 
four patients (1.7 per cent) died. Only 42 per cent 
of the 233 patients were less than six months of age, 
and 22.4 per cent were under three months. Of the 
21 patients in the present study, 20 (96 per cent) 
were less than six months of age and seven (33.8 
per cent) were under three months. In one-third of 


the patients under six months of age the disease 
was complicated with bronchopneumonia. There 
were no deaths in the present study group. 

A comparison cannot properly be made between 
the larger group (223 cases) treated with pertussis 
serum and chloramphenicol, and the small group 
of 21 patients treated with hyperimmune pertussis 
serum and sulfisomidine. However, if it be con. 
ceded that, regardless of therapy, the death rate is 
highest in patients from one month to six months 
of age, then this study—96 per cent of the patients 
in this very young age group and no deaths in the 
small series, as compared with the 33 per cent in 
that age group in the larger series, with four deaths 
—would suggest that sulfisomidine is very effective 
in the treatment of pertussis. 


CONCLUSIONS 


Sulfisomidine is a relatively safe and effective 
chemotherapeutic agent in the treatment of per- 
tussis. High blood concentrations of the drug are 
readily obtained when it is given orally. It is ex- 
creted rapidly in the urine. Alkalinization appears 
unimportant inasmuch as in this study acidity of 
the urine did not significantly precipitate untoward 
or toxic reactions as long as hydration was adequate. 

Box 62, 1200 North State Street, Los Angeles 33 (Anderson). 
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Cholangiography after Cholecystectomy 


Visualization with Cholografin by Vein 


STANLEY B. REICH, M.D., LELAND R. FELTON, M.D., and 
JOSEPH LEVITIN, M.D., San Francisco 


CHOLOGRAFIN® is a new intravenous contrast me- 
dium for the visualization of the biliary tract. It is 
the disodium salt of N,N’-adipyl-bis (3-amino-2,4,6- 
triodo) -benzoic acid. It is marketed as a 20 per cent 
isotonic solution. The iodine content, 64.32 per 
cent, is firmly bound in the molecule. Actively ex- 
creted by liver cells, Cholografin outlines the com- 
mon duct ten to sixty minutes after injection. The 
shadow of the common bile duct then fades. If the 
gallbladder is present, it is seen with maximum 
intensity in three to four hours. Normally, 10 per 
cent of the Cholografin is excreted in the urine, and 
this proportion is increased if there is interference 
with excretion through the liver. 

Cholecystographic examination with oral admin- 
istration of a contrast medium should be considered 
a routine method for visualization of the gall- 
bladder. Cholografin by vein provides a way to 
success where the oral method has failed, and it 
should be the method tried first in patients who do 
not have a gallbladder or in the presence of jaun- 
dice; also where vomiting or infancy makes the 
oral route difficult or impossible. 

The common duct was visualized in 46 of 58 
patients who were examined by this method after 
cholecystectomy. The failures occurred in patients 
with liver damage or extrahepatic obstruction se- 
vere enough to cause jaundice. 

The examination was performed with the patient 
fasting. Giving 10.0 mg. of morphine sulfate sub- 
cutaneously 15 minutes before the injection of 
Cholografin improved the visualization of the com- 
mon duct by causing spasm of the sphincter of 
Oddi. Forty cubic centimeters of Cholografin was 
given intravenously over a period of five to ten 
minutes. 

About 10 per cent of the patients vomited or felt 
nauseated. These reactions were not serious in any 
case. They were most pronounced in ambulatory 
patients and in some cases may have been due to 
the morphine. Therefore, 50 mg. of Dramamine® 
now is given intramuscularly to ambulatory pa- 
tients 15 minutes before the injection of morphine 
sulfate, and none so prepared has had the reac- 


From the Department of Radiology, Mount Zion Hospital, San 
Francisco 15. 
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e A new drug, Cholografin, makes visualization 
of the bile ducts (hepatic, cystic and common) 
clinically available. 


«tions mentioned. In cases in which pancreatitis 
appears to be a likelihood, morphine is not given 


lest reflux into the pancreatic duct exacerbate it. 


A series of ten “normal” asymptomatic post- 
cholecystectomy patients were examined. None had 
a common duct greater than ten millimeters in 
diameter. Several were reexamined without mor- 
phine premedication and the decrease in measure- 
ment was only one to two millimeters. Therefore, 
the authors feel that any common bile duct measur- 
ing more than ten millimeters in maximum diam- 
eter is dilated. This agrees with a report by Twiss.® 
Routine oblique and postero-anterior views are 
taken at every stage so that overlying densities will 
not simulate stones. The several changes of posi- 
tion help to mix the bile in the gallbladder (if it has 
not been removed). With a patient lying quiet, the 
peripheral layer of iodized bile can concentrate in 
the gallbladder, leaving the nonopaque center to 
simulate a stone. 


No real contraindication to this examination has 
been noted. Pronounced biliary obstruction and 
severe liver damage usually will result in nonvisual- 
ization. However, the authors have used the method 
in patients with those conditions and have occasion- 
ally been astonished by the information obtained. 
No harmful effects were observed. 


Following are a few reports of cases to illustrate 
the usefulness of intravenous cholangiography and 
cholecystography. 


Case 1. A woman 44 years of age had had severe 
abdominal pain for three months, and had been 
vomiting for three weeks. Cholecystitis being sus- 
pected, examination with Cholografin given intra- 
venously was carried out and it showed good 
biliary tract (Figure 1). If attempt had been made 
to give the drug by mouth, the patient would have 
vomited it. 


Cas— 2 (Figure 2). The subject, symptom-free, 
was a woman 45 years of age, one of ten patients 
who had had cholecystectomy—in this case two 
years before because of stones. The common duct 


331 





Figure 1—The patient had intractable vomiting (prob- 
ably functional). Intravenous Cholografin visualizes nor- 


mal biliary tract. The film, made four hours after injec- 
tion, shows (incidentally) the kidney pelvis. 


(Figure 2) was 9 mm. in diameter. (10 mm. is 
considered the upper normal limit, even after mor- 
phine premedication. ) 


Case 3 (Figure 3). Several months before exam- 
ination with Cholografin, the patient, a woman of 
76 years, had had cholecystectomy for stones. Cho- 
langiography with the medium introduced by T 
tube at that time showed free passage through into 
the duodenum. When the patient again became ill 
and the liver was enlarged and tender, examination 
with Cholografin showed the common duct 16 mm. 
in diameter and also pronounced distention of the 
hepatic duct and its branches. The presumptive 
diagnosis was biliary dyskinesia, with functional 
impediment at the sphincter of Oddi (a condition 
that is ill-understood). 


Case 4 (Figure 4). A 63-year-old man entered 
the hospital with an illness that appeared to be acute 
pancreatitis. He had had several similar attacks 
since cholecystectomy two years before. Stones had 
not been found. The serum amylase was very high. 
Upon examination with Cholografin the common 
duct was observed to be 15 mm. in diameter with a 
defect or intrusion at the lower end interpreted as 
caused by the presence of a stone. At operation 
several stones were removed. The patient was dis- 
charged improved. 


Case 5 (Figure 5). A woman 60 years of age had 
had occasional attacks of epigastric pain since 
cholecystectomy 15 years previously. Examination 
with Cholografin showed a long stump of cystic 
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Figure 2.—The patient, asymptomatic, had had chole- 
cystectomy two years previously. This film was made 
30 minutes after intravenous injection of Cholografin. The 
common duct was 9 mm. in diameter. 


Figure 3.—Film of a postcholecystectomy patient, made 
45 minutes after intravenous infusion of Cholografin, 
shows common duct dilated to 16 mm., attributed to 
dyskinesia of sphincter of Oddi. 


tt 
Calcéius\, 


Figure 4.—Two years after cholecystectomy. The film, 
60 minutes after intravenous injection of Cholografin, 
shows common duct 15 mm. in diameter with stones 
blocking the lower end. 


CALIFORNIA MEDICINE 





Cystic duct 


Figure 5.—Fifteen years postcholecystectomy. A film 45 
ninutes after intravenous injection of Cholografin shows 
a persistent stump of cystic duct, with free flow of bile 
into the duodenum and without dilation of the common 
duet. 


duct running posterior to the common duct, but no 
stones. Some investigators have suggested that such 
a stump can cause symptoms. 


Case 6 (Figure 6). The patient, a 35-year-old 
man, had had cholecystectomy 15 years before for 
stones. Intolerance for fatty foods persisted, with 
occasional epigastric pain. Four times in the pre- 
ceding year he had entered the hospital because of 
diarrhea and vomiting. Serum amylase had never 
been found elevated. Examination with Cholografin 
showed the common duct dilated to 15 mm. with 
reflux into the pancreatic duct which was not di- 


lated. Conservative management sufficed and oper- 
ation was not needed, but it is supposed that reflux 
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Figure 6.—Fifteen years postcholecystectomy. A film 
30 minutes after intravenous injection of Cholografin 
shows the common duct 15 mm. in diameter and reflux 2 
em. up the pancreatic duct. 


of bile into the pancreas could have accounted for 
the symptoms. 
1600 Divisadero Street, San Francisco 15. 
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Operations for Harelip and Cleft Palate 


The Emotional Complications in Children 


ANY COMMENTS one might make about the emo- 
tional implications in children of operations for 
harelip and cleft palate are to a large degree a part 
of the general emotional considerations of opera- 
tion and anesthesia in children. Before dealing with 
these general considerations, however, it may be 
helpful to look upon the bearing that the attitude 
of the parents, particularly the mother, has upon 
the problem, and to ponder the effects of the atti- 
tude of society towards facial defects. 

Harelip seems to be always associated with some 
degree of facial defect. The disfigurement, even in 
its mildest form, affects not only the lip but the 
nose as well. In many cases a mother who has born 
a child with harelip or cleft palate feels (errone- 
ously) that she is to blame—particularly if she did 
not wish the pregnancy and tried to disrupt it. Even 
thoughts of wanting to abort the pregnancy, with- 
out actually doing so, may cause a mother to feel 
irrationally responsible for the child’s defect. 

The professional persons who assist in her deliv- 
ery can in some measure lessen these guilt feelings 
in the mother, as well as the subsequent repercus- 
sions of her feelings on the child. The mother 
- should be faced with the facts, the impact of which 
may be lessened by telling her that it is erroneous 
for her to think she is responsible for the child’s 
deformity, and that many mothers might feel this 
way because they feel guilty for not desiring the 
pregnancy. The obstetrician or other physician is 
in the position to reassure the mother that correc- 
tive operation will improve the defect and the 
child’s facial appearance, and that perfect results 
may not be needed. 

In our culture, the high social premium we place 
upon physical attractiveness; the tendency of many 
of us to equate the face, the symbol, with the whole 
person; the emphasis placed by our mass media of 
communication on the importance of external ap- 
pearance—these factors act detrimentally to anyone 
with a facial disfigurement and may serve to turn 
even a slight defect into a social and economic 
handicap. The misconceptions and misinterpreta- 
tions of society concerning those with facial defects 
are widespread and have significant influence on the 
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@ Mothers of children who need reconstructive 
operations for defects present at birth are likely 
to feel guilty, particularly if the pregnancy was 
unwanted. The physician treating the child is in 
a position to reassure the mother and assuage 
her guilt. 

To the child, the meaning of a surgical experi- 
ence depends not on the type or seriousness of 
the actual operation, but on the type and depth 
of imaginings which it stimulates. For children 
between two and four, the anxiety of separation 
from the mother is greater than that aroused by 
the anesthetic. A good relationship with the 
mother will insulate the child against many 
traumatic events. 

A surgical operation is an important and 
stressful experience for a child, activating the 
great childhood fears of abandonment, of mutila- 
tion, and of death. Very frequently, children with 
harelip and cleft palate, by the time definitive 
restorative surgery is contemplated, have had 
emotional experiences that make them more than 
usually vulnerable to the harmful effects of 
operation. If the child can discuss the products 
of his imagination about the operation and have 
them corrected by someone he trusts, the total 
response will be more adequate. Talking out and 
playing out help prevent the development of 
excessive and harmful emotional reactions. 


way persons with facial deformity feel about them- 
selves. Hence they are large factors in the develop- 
ment of emotional conflicts. This is not to say that 
any emotional disturbances present in persons with 
facial deformities are caused by the defect alone. 
The elements determining adjustment to facial de- 
formity are interwined with the particular person- 
ality, in specific situations and with the sociocultural 
environment. Parental attitudes are bound to be 
significantly influenced by those existing in our 
society towards human beings with a facial defect. 

It is wise for a physician to refer a mother for 
psychiatric help if strong guilt feelings continue. 
There may be deeper meanings of the feelings of 
guilt which can be explored only by the psychiatrist. 
The mother should be encouraged to clarify her 
own feelings about her guilt, and about the child, 
so as not to surround the child with the kind of 
familial emotional climate which will foster his 
emotional maladjustment. Mothers of children with 
a defect not infrequently are overanxious and un- 
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realistically concerned about the child, even after 
the defect has been repaired. A destructive cycle 
tends to be set up in which the mother’s guilt causes 
yverconcern ; overprotectiveness causes resentment; 
the resentment, guilt. It is well to remember that 
oarental behavior influences the genesis of emo- 
tional maladjustment in a physically normal child, 
and to an even greater extent in a child with a 
deformity. 

Now as to emotional complications as related to 
corrective operations. In a surgical procedure there 
are three main elements: The hospitalization, the 
anesthesia, and the operation itself. By the time a 
child is two years of age, any surgical interference 
with his body may serve as a focus for the stimu- 
lation or reactivation of phantasies of being at- 
tacked, overwhelmed, having his physical integrity 
threatened. The action of the surgeon is interpreted 
by the child in terms of his level of psychic, emo- 
tional development. What the experience means 
does not depend on the type or seriousness of the 
operation, but on the type and depth of imaginings 
which it stimulates. 

Surgical operations are, to be sure, frightening 
and upsetting to a child. His ability to handle his 
emotional reactions is still incomplete; his capacity 
for testing reality is small; he may be and usually 
is confused about his own anatomy. For many chil- 
dren anesthesia, narcosis, represents the threat of 
death. For some, it may mean punishment or exe- 
cution. Others may fear loss of control during anes- 
thesia—a fear of losing control over one’s own 
impulses, or the fear of losing control over the 
environment. For some children, pain is terrifying 
and they will want to avoid it by any means. For 
these children, the thought of the anesthetic may be 
reassuring. These considerations, however, apply 
more to older children. For younger ones, and par- 
ticularly those between the ages of two and four 
years, it is probable that the anxiety produced by 
separation from the mother is greater than that 
aroused by the anesthetic. The protecting mother 
is, after all, the main source of security for the 
young child. As Anna Freud put it, hospitalization, 
particularly when it is a concomitant of operation, 
is a serious measure, separating the child from the 
rightful owner of his body (his mother) at the very 
moment when this body is threatened by dangers 
from within and without. 

The younger the child, the less comprehension he 
has of what is to take place. Generally speaking, 
the younger the child, the less well-equipped he is 
to handle anxiety on his own; but also, to the ex- 
tent that he is less a distinct entity in his own 
right, and more a part of what we call the child- 
mother unit, the better insulated he is by that unity 
and by the child-mother relationship—if it is a 
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good one, and if the anxiety of the mother is not so 
great that it is reflected to the child. The better the 
child-mother relationship, the more love and secu- 
rity the child has to help him cope with an in- 
creased anxiety situation. A good relationship with 
the mother will insulate the child against many 
traumatic events, but also the degree of emotional 
trauma will vary with the tools of mastery of ten- 
sion at the child’s disposal, and this will be different 
with the age of the child and his previous life ex- 
periences. 

A study of separation anxiety that was done in 
England during the war years, concluded that hos- 
pitals should be built so as to permit parents to 
remain with children whenever those in charge 
think it is indicated. But the value of this will 
obviously depend on the mother-child relationship 
and the anxiety of the mother. The fact that the 
mother is in the hospital and will not interfere when 
something is being done to the child may disturb 
the child. If the mother’s own anxiety is eased, she 
may be able to give ego support to the child. 

In addition to activating the great childhood 
fears of abandonment, of mutilation and of death, 
a surgical operation may also stir up ideas of trans- 
formation, and of getting a baby. After all, for 
many children, particularly young ones, hospitals 
are where babies come from. 

Generally, it is the child who has a good relation- 
ship with his parents who gets the benefit of ade- 
quate preparation. Where the relationship between 
parent and child is hostile or highly conflicted, the 
mother’s attempt at preparation may strengthen the 
child’s feeling that the impending procedure means 
being sent away or getting punished. It is wise to 
give the mother a chance to “talk out” her own 
fears. It is doubtful that preparation by a neurotic 
mother can be helpful to the child. A mother sur- 
rogate, a nurse, a general physician or a psychia- 
trist may be more useful here. 

At best, the unfamiliar preoperative procedures, 
the strange surroundings and the parental anxiety 
combine to make the child feel that something terri- 
ble is going to happen. He may be permitted little 
aggressive response to this fear. If he becomes 
aggressive, he may be threatened, punished, scolded 
or restrained. Consequently, although he is hostile 
and frightened, he has to be passive. When he 
awakes from the anesthetic, he may not know what 
has happened to him and he imagines the worst. He 
will usually react with heightened aggression to the 
motor restraint to which he may be subjected. This 
will express itself, because it is dammed up, in 
restlessness, heightened. irritability, profane lan- 
guage, etc. The patient’s reaction to fear will be the 
usual one of fight or flight. He may become very 
angry and want to hurt or destroy those responsible 
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for his fright. This anger may be expressed verbally, 
or physically, or he may discharge the fear by play- 
ing that he is doing the operation on another child 
or playing the protecting mother for a doll or 
young child. Thus he turns the passive role into an 
active one. 

Acknowledgment of the child’s fear and expres- 
sion. of his anxiety in play and in talk tend to 
enhance his assimilation of the experience. Encour- 
aging the child to express his feelings does not 
mean inviting him to give up control completely. 
Lack of anxiety is prognostically a bad sign. If the 
feelings of the child are not openly expressed, either 
verbally or in physical action, their presence can be 
detected in his dream life. If an aggressive reaction 
does not appear or appears and is given up, the 
child must try to escape. Actually, flight from the 
fear situation or from the fearful phantasies cannot 
take place except by the child’s submerging his 
feelings, giving up interest in his surroundings and 
regressing to simpler and more infantile behavior. 

This return to a more childish behavior may be 
difficult for the adults around him to tolerate. Be- 
cause the child has submerged his feelings rather 
than work them out, he may not just develop an 
aversion to hospitals and anesthesia, which is not so 
unhealthy. The point is that any future occurrence 
in which he feels helpless, may reactivate the child- 
hood feelings associated with the earlier traumatic 
experience so that he behaves inappropriately and 
with abnormal fear and anxiety in the new situation. 

Unlike physical shock, emotional shock may not 
express itself openly for some time. Therefore, if 
the child is old enough to talk and understand, it is 
. important that the physician and the parents of a 
child who is scheduled to undergo an operation, 
inform him what is going to happen and what he 
will feel. The opportunity for the child to discuss 
the products of his imagination about the operation 
and have them corrected by someone he trusts, 
helps the total response to be more adequate. Not 
only before, but also after the operation, the child 
should be helped to verbalize and to “play out” to 
the fullest extent his ideas about and his emotional 
reactions to the operation. Such complete “talking 
out” and “playing out” is the vital procedure which 
prevents the development of excessive and harmful 
emotional reactions, that may result in a lifetime of 
neurotic unhappiness. All this emotional trauma 
occurs to some extent even if the surgical procedure 
is explained to the child and he is allowed to talk 
out and play out all his ideas and fears, but the 
phantasies will not be so fully developed, will be 
less likely to be submerged, and will affect his 
future reactions less. 

Some psychiatrists think that if possible the child 
should have an opportunity to play out the opera- 
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tion several months before it is to be carried out, 
but others feel that this is much too long a period 
of time for a child to stew in the juice of his own 
imagination. It is not so much the factual informa 
tion that the child receives that is important as it 
is the ability of the child to make use of this 
information to help him master the new situatior 
with which he is confronted. The factual informa 
tion may be replaced or remodeled by the child’: 
own phantasies. The effectiveness with which the 
child can use his defenses is influenced by the ex: 
tent to which the adults around him comprehenc 
that even a minor surgical procedure can have « 
great emotional impact. 

If an operation is necessary but can be postponec 
for awhile without great danger to the physica! 
health, and if a careful history reveals that the 
child already shows symptoms of neurosis or has 
had unusual traumatic experiences—such as deaths 
in the family, separation from his family, exposure 
to adverse parental attitudes, or previous surgica! 
treatment to which he has not responded well emo. 
tionally—treatment for the neurosis, or study as to 
whether the child is reacting inadequately to the 
traumatic situation, should be carried out before 
the operation is done. The introduction to the oper- 
ation and the management during convalescence 
need more careful handling in the case of such a 
child than in that of a nonneurotic child. 


C onsideration should be given to so-called 
minor incidentals which may be of major signifi- 
cance to the child. He should be permitted to bring 
something from home, whether a toy or a bit of 
clothing, which for him may be a link to his home 
and lessen his separation anxiety. There should be 
a flexible attitude in the hospital. Ward morale is 
important. Personnel should not use threats about 
the operation to secure obedience and conformity. 
Children should not be exposed to unnecessary 
trauma such as seeing the results of mutilating 
operations. Other traumatic factors should be 
avoided whenever possible—such things as the use 
of routine enemas involving anal stimulation, tak- 
ing something from the child against his will, the 
use of rectal thermometers and the routine of no 
breakfast before operation, with its meaning of oral 
deprivation to the child. 

Finding the optimal time for carrying out an 
operation on a child becomes an individualized 
matter involving study of the child in his past and 
present background, careful preparation before the 
event, avoidance of separation anxiety, psychiatric 
or psychiatrically oriented support and facilities for 
expression of feeling. 

The foregoing discussion of general observations 
with regard to any kind of surgical operations on 
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children leads to more specific consideration of 
children with harelip and cleft palate. The guilt, 
anxiety and ambivalence of the mothers has already 
>een mentioned. It would be an unusual mother 
ndeed who did not have these feelings to some ex- 
ent because of her having produced a child with a 
lefect, which may well be for her a defective child. 
The child is bound to react to these parental feel- 
ngs. By the time definitive restorative operation is 
jone, most of these children will have experienced 
some degree of personality conflict and heightened 
self-awareness, which will be influenced not only by 
‘he parental attitudes but by the attitudes of the 
other persons in their environment. Their body 
image of themselves; their concept of their physical 
self, cannot help being influenced to a greater or 
lesser degree. Feelings of inferiority, frustration 
and inadequacy are not infrequent. 


Although opinions differ as to the age at which 
the things that happen to a child have emotional 
meaning for him, it is probably safe.to say that 
during the first month of life, which is when repair 
for harelip now usually is done, the infant’s re- 
sponse to the operation will be primarily in physio- 
logic terms. But the experience, although not clearly 
differentiated for the infant in terms of emotional 
or psychic meaning, can still be a traumatic one at 
a physiologic level. An infant is a living, reacting 
organism, capable of having impressed on its proto- 
plasm the effect of a traumatic experience, and 
capable of reacting to the behavior of the individ- 
uals in his environment, whether it be an anxious 
mother or an intolerant nurse. The surgeon should 
be aware of this and should recognize that although 
the infant can neither talk nor understand, he does 
react. In this sense, then, it is worthwhile to try to 
make even this early an experience as untraumatic 
as possible. This may involve everything from 
avoiding overstimulating the infant to handling the 
anxieties of an anxious mother. 


There are additional considerations. If a child 
with harelip gets a plastic repair in the first month 
of life, the operation eliminates whatever interfer- 
ence with adequate nutrition the defect causes. But 
a child who has also a cleft palate is not so fortu- 
nate, for he has difficulty in regulating respiration. 
Sucking, feeding and mastication are more difficult. 
Although so far as is known there have been no 
long-range studies of the emotional development of 
such children, it would seem certain that the inter- 
ference with two functions as vital as breathing and 
feeding, which are so intimately connected with the 
emotional development, should significantly influ- 
ence their emotional life. There is evidence that 
there is particular anxiety connected with any trau- 
matic procedures involving the mouth. This body 
area, particularly in young children, is highly 
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charged emotionally. It is the primitive organ of 
perception and exploration of the world (babies find 
out about the world and test it by putting everything 
into their mouths). It is the earliest area for pleasur- 
able satisfaction. It is the portal for the physical 
nourishment upon which the infant’s survival de- 
pends. Many adults continue to find their pleasure 
mainly via the mouth, as in eating, drinking, smok- 
ing, or sexual enjoyment. Pain in this region may be 
especially difficult to tolerate. Immobilization of the 
mouth is particularly difficult to endure because of 
its use in eating and breathing and also because it is 
a primitive weapon of defense. 

It seems probable, therefore, that often by the 
time definitive restorative operation is contem- 
plated, the patient has had emotional experiences 
that make him more than usually vulnerable to the 
harmful effects of surgical treatment. There may be 
little point in correcting a physical defect if the 
operation increases the emotional maladjustment. 

The defect will of course vary in extent and 
severity. Many of the patients will require multiple 
surgical procedures, which may extend all the way 
into adolescence. Some will be more facially dis- 
figured than others. Some will have more under- 
standing and adequate parents. Some will be more 
adversely affected than others by previous opera- 
tion. Opinions vary among plastic surgeons as to 
the best time for repair of cleft palate; some be- 
lieve it should be done in the first year or later, 
others as late as the fourth year. There are those 
who even question whether repair of a cleft palate 
should be done at all. Some feel that it is essential 
that operation be performed before speech habits 
have been formed—before the end of the second 
year. 

Comprehensive care includes speech training 
after operation as well as whatever orthodontic 
work may be necessary. The fact that in these chil- 
dren the development of speech is usually delayed, 
and that before speech training it may not be too 
intelligible after it develops, increases the difficulty 
of communication and also the difficulty of attempts 
to ameliorate the traumatic effects of operation by 
inducing the patient to “talk out” and “play out” 
his resentments. The difficulty that others have in 
understanding the speech of the child has its effect 
on persons in his environment, which is reflected 
back to the child. There are other complicating fac- 
tors, such as diminished hearing and a tendency to 
ear infections because of a collapsed eustachian 
tube. 


— the defect or defects should 
be repaired as early in life as possible, compat- 
ible with the physical safety of the child and the 


minimization of emotional trauma. It may be de- 
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sirable, whenever possible, to correct a cleft palate 
before definite speech patterns have formed, for 
speech patterns are likely to be less defective and 
speech training more effective. Also, the greater 
closeness of the child-mother unit when the child 
is very young may insulate against too harmful 
emotional effects of an operative procedure. Bal- 
anced against this, however, is the fact that at a 
later age—say three years—the ability of a child to 
cope with anxiety is better; his understanding is 
increased, and the possibilities of minimizing emo- 
tional trauma by verbalization and “playing out” 
are increased. 

No rule as to time of operation is applicable in 
all cases. Every child has to be considered on an 
individual basis, and with a knowledge of the par- 
ental attitudes and the emotional climate in which 
he exists. Obviously such factors as the degree of 
defect and the probable extent and number of 
operations have to be considered also. 

Although the surgeon who is to operate upon a 
child for repair of harelip or cleft palate cannot be 
expected to have the time or the technical skill to 
carry out the various procedures mentioned to 
minimize the traumatic emotional impact of opera- 
tion, he quite probably will feel that it is desirable 
that this be done. A child psychiatrist would seem 
to be the logical person to perform this task. 
Whether a family is able to pay for a plastic opera- 
tion on a private basis or the child is to be cared 


for under the auspices of an agency like Crippled 
Children Services, the services of a child psychia- 
trist, once they are considered desirable, are pos- 
sible from an economic point of view. So far as the 


surgeon is concerned, in either case he can acquire 
the services of a physician with the professional 
training and interest to function collaboratively in 
a team effort to provide as comprehensive care as 
possible for child and family. The advantages not 
only for child and parents but also for the sur- 
geon seem obvious. Having someone to cope with 
an anxious mother and a frightened child, before 
and after operation, can only make the surgeon’s 
job easier. 

One final point. Hospitals do of course have 
rules, regulations and administrative procedures, 
some of which are necessary. Nevertheless, flexi- 
bility and a reasonable degree of adjustment to the 
individual patient is desirable. Hospital and ward 
personnel are not immune to the attitude of the 
attending physicians, nor are hospital rules and 
procedures entirely uninfluenced by the stated de- 
sires of the professional staff. Hospital personnel, 
too, need to develop a more comprehensive attitude 
of mind, which realizes that the child on the ward 
is not a cleft palate but a total personality who 
reacts to and is influenced by the attitudes and 
behavior of those around him. This kind of orienta- 
tion filters down best to hospital and ward person- 
nel from the top. Usually when the surgeon himself 
is aware of the emotional implications to child and 
family of the defect for which he is doing restora- 
tive operation, he will see to it that all concerned 
with the child under his care will be similarly 
interested in the kind of management of the child 
that will insure maximum benefit and minimal emo- 
tional trauma. 

3261 Clay Street, San Francisco 15. 
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Neisserian Conjunctivitis 


Treatment with Penicillin 


STRUBLE AND BELLOws* suggested that local treat- 
ment with penicillin might be very effective in 
gonorrheal conjunctivitis. Miller? treated one pa- 
tient with penicillin ointment plus 100,000 units 
intramuscularly every four hours for eight days, 
with poor results. Sorsby* reported 14 cases in 
which excellent results were obtained solely by in- 
stilling penicillin solution into the eye; he found 
instillation was necessary every five minutes for the 
most rapid cure. Lewis' reported good results in 
‘30 cases in which penicillin was used topically, but 
in those cases the antibiotic was given intramuscu- 
larly also. 

At the Los Angeles County General Hospital, the 
use of penicillin in the treatment of gonorrheal 
conjunctivitis was begun in August, 1944. At first, 
various combinations of penicillin and sulfonamides 
were tried both locally and systemically. Later the 
sulfonamides were discarded entirely and specific 
treatment consisted of either intramuscular plus 
local administration of penicillin or local use alone. 
From records of the 45 cases treated up to February, 
1947, it is apparent that intramuscular adminis- 
tration of penicillin plus mechanical cleansing of 
the conjunctiva with normal saline solution sufficed 
in most cases; it is also apparent that in some cases 
topical use of penicillin was a necessary adjunct. In 
fact, in some instances topical administration alone 
rapidly cured the disease in cases in which it was 
becoming worse rapidly on a regimen that included 
intramuscular use of penicillin and other therapy. 
In those instances, smears of exudate from the in- 
fected area were negative for gonococci and clinical 
improvement was noted as early as five or six hours 
after topical use was begun. 


THERAPY AND RESULTS 


Four different therapeutic regimens were used 
in a series of 45 cases: 


1. Seven patients received intramuscular peni- 
cillin and irrigation with a 1 per cent sulfanila- 
mide solution. In two of these cases the disease 
showed rapid progression and the treatment was 
classified as a failure. 

From the Service of A. G. Bower, M.D., Communicable Disease 


Unit of the Los Angeles County General Hospital, Los Angeles 33. 
Submitted October 11, 1955. 
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JOSEPH R. HUNTSMAN, M.D., Los Angeles 


e Data on treatment of 45 patients with Neis- 
serian conjunctivitis demonstrate that penicillin 
is a reliable therapeutic agent in this disease. 
Exudate must be frequently flushed out of the 
conjunctival sac to prevent corneal ulcer and 
endophthalmitis. Penicillin may be administered 
intramuscularly or topically, in solution. 

The use of penicillin solution topically has 
been demonstrated to be superior to intramus- 
cular penicillin in some cases, and to be ade- 
quate in all cases, even when saline solution 
irrigations are the only other therapy. 


2. Sixteen patients received penicillin intramus- 
cularly plus local instillation of penicillin solution 
with no failures. 


3. One patient received penicillin intramuscularly 
plus penicillin ointment. This therapy failed. 


4. Twenty-four patients (including the three 
above mentioned in whom other therapy had failed) 
received penicillin instillations as the only specific 
therapy. There were no failures in this group. 


Dosage of penicillin given intramuscularly varied 
from 1,250 units every three hours to 50,000 units 
every four hours. In all cases in which irrigation with 
1 per cent sulfanilamide solution was not carried 
out, irrigation with normal saline solution was done 
every five minutes, the frequency being changed 
later to that which was necessary to keep the eye 
free of pus. The concentration of penicillin used 
at first was 500 units per milliliter of normal saline 
solution. Later, the concentration was reduced to 
250 units per milliliter, One milliliter of 1:1000 
epinephrine was added to each 40 milliliters of solu- 
tion. The epinephrine apparently aided in reducing 
edema and in retaining the antibiotic locally. 

If a patient receiving penicillin intramuscularly 
had infection of only one eye, it was routine to cover 
the unaffected eye with a celluloid shield. If only 
topical penicillin therapy was being carried out, it 
was found wise to treat the unaffected eye also for 
the first four or five hours, after which a celluloid 
shield was placed over it. 


DISCUSSION 


Certain incidental information developed from 
experience with the topical use of penicillin in the 


339 





present series: Initially the solutions should be 
instilled every five minutes. Both eyes should be 
treated at first, even though clinically only one eye 
is involved. The addition of epinephrine to the 
penicillin appears to be a material improvement. 
Cleansing with normal saline solution or some other 
nonirritating irrigant is important. Dilatation of the 
pupil is important when there is any involvement 
of the cornea or deeper structures. 

No instances of sensitivity to penicillin were noted 
in this series, and no permanent defect was noted 
after treatment was stopped. 

When only one eye is involved, it is imperative 
to cover the unaffected eye with a Buller shield and 


always to make sure that when the involved eye is 
irrigated the patient’s head is turned so that the 


fluid runs away from the eye that is not infected. 
1200 North State Street, Los Angeles 33. 
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Duodenal Ulcer 


Rationale and Results of Antrectomy and Subtotal Vagotomy 


/ 


G. ARNOLD STEVENS, M.D., and WILLIAM L. ROSS, M.D., Beverly Hills 


ALTHOUGH THE BASIC CAUSE of duodenal ulcer re- 
mains unknown, the importance of gastric acidity 
is a generally accepted premise motivating the sur- 
gical treatment of this lesion. Whereas adequate 
reduction of acids seems essential, complete achlor- 
hydria seems neither necessary nor desirable. Since 
the vagus nerves are known to be of physiologic 
importance, they should not be destroyed unless 
necessary. Despite the apparently conflicting results 
of animal experiments the physiologic importance 
of the antrum also seems to be established now. 
Therefore the antrum likewise should not be de- 
stroyed unless necessary. Unfortunately, in the light 
of available data, it appears that it is necessary to 
remove most of both of these elements in order to 
obtain the best collective clinical results in the sur- 
gical treatment of duodenal ulcer. 


There is experimental evidence in dogs that the 
stomach possesses an adequate intragastric acid 
regulating mechanism not necessarily dependent 
upon duodenal regurgitation. The neutralizing ca- 
pacity of the duodenum of dog in vivo is in excess 
of physiologic needs.® ® 7 


What, then, breaks this regulating mechanism in 
certain persons, permitting the occurrence of duo- 
denal ulcers? Possibly one reason this question re- 
mains unanswered is that animals available for 
study do not possess the clinical ulcer diathesis of 
humans. How then can one know that the results are 
comparable? Furthermore, marginal ulcers rarely 
occur in humans who have not had duodenal ulcer.*® 


About ten years ago one of the authors (Stevens) 
became somewhat doubtful about resection of two- 
thirds or more of the stomach for duodenal ulcer. 
Concern over the incidence of weight loss, anemia 
and the mutilating nature of this procedure for a 
benign lesion was inescapable. A further considera- 
tion was that results of fundusectomy in dogs were 
disappointing from a long range standpoint. Fur- 
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e Results in a series of 107 cases indicated that 
antrectomy (hemigastrectomy) combined with 
subtotal vagotomy of both vagus nerves for duo- 
denal ulcer is followed by better overall results 
than the more radical subtotal gastrectomy or 
vagotomy plus drainage procedures. 

Antrectomy combined with total vagotomy is 
followed by a slightly smaller incidence of mar- 
ginal ulcer but is accompanied by more motility 
disturbances. 


thermore, the incidence of marginal ulcers persist- 
ing after multiple high resections was discouraging. 

Clinical study of hemigastrectomy alone includ- 
ing the antrum was discontinued after the occur- 
rence of a marginal ulcer within six months after 
operation in one of the first eight patients so treated. 
Experience with vagotomy procedures was likewise 
somewhat discouraging, owing to disturbances of 
motility and the occurrence of marginal ulcers two 
years after operation in three of the first 43 patients 
subjected to the operation.*: ° Two of these patients 
had negative insulin tests. Hence interest turned to 
the possible effects of a less mutilating combined 
surgical attack on both the nervous and hormonal 
elements involved in the secretion of gastric acid 
by some form of antrectomy and vagotomy which 
might be effective yet lessen the incidence of un- 
toward side effects. It was decided to study a rela- 
tively small control series of cases carefully. The 
procedure adopted was conservative hemigastrec- 
tomy including most of the antral element with sub- 
total vagotomy of both vagus nerves. Division of 
only one vagus nerve already had been observed to 
be of no value. The subtotal rather than total vagot- 
omy idea evolved from the concept that motility 
disturbances might be eliminated. 

There was, understandably, some early condem- 
nation of this procedure on the basis that it con- 
stituted inadequate gastric resection and inadequate 
vagotomy. Opposed to this attitude, however, was 
the observation that the secretin-like acid-stimulat- 
ing factor seems to be largely in the gastric antrum 
and that without the antrum the fundic secretion 
of acid is reduced. To quote Walters’®: “In my ex- 
perience from 72 per cent to 75 per cent of such 
cases have obtained a relative achlorhydria follow- 
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ing Billroth II or Polya types of operation for 
duodenal ulcer. This is in contrast to 12 per cent 
who obtain it following a gastroenterostomy and 
34 per cent to 36 per cent when a vagotomy and 
gastroenterostomy are done simultaneously.” It is 
pertinent that stomal ulcers that developed after ex- 
clusion operations have been cured by secondary 
operation to remove the remaining antrum. 


Woodward and Stevens recently began an experi- 
mental study in dogs to ascertain the comparative 
effect of antrectomy and gastroenterostomy alone in 
the reduction of gastric acids. The approach is more 
physiologic than those heretofore undertaken. Re- 
sults will be published when the study is completed. 


The recent antral pressure theory seems unten- 
able clinically in some cases for two reasons. One is 
that it is difficult to conceive a consistently signifi- 
cant antral pressure, even with the antral pouch 
closed by suture and with spasmodic pyloric con- 
traction, except in cases of obstructing duodenal 
ulcer preventing adequate drainage through the 
duodenum. Secondly, stomal and recurrent duo- 
denal ulcers following so-called complete vagotomy 
with negative insulin tests and well placed ade- 
quate gastroenterostomy or pyloroplasty have been 
cured by subsequent gastrectomy including the an- 
trum.!® 11 No more than normal physiologic pres- 
sure obtains in those cases. 

It seems inconceivable either that the antral pres- 
sure factor can be eliminated in all cases or that 
the acid inhibiting factor (which operates in the 
relatively empty stomach) can be sufficiently acti- 
vated with the stomach full of food, regardless of 
what kind of gastroenteric opening is made to en- 
_ hance the emptying of the stomach. Results support- 
ing these concepts were noted in studies of animals 
without ulcers in which there is a known adequate 
acid-regulating mechanism. In patients with ulcers, 
this mechanism apparently is impaired. 

The value of subtotal section of both vagus nerves 
appears more subject to question. However, a fair 
estimate is that vagotomy is complete in only 60 per 
cent to 80 per cent of cases.” Gastroenterostomy 
alone prevents marginal ulcers in half of the incom- 
plete vagotomies, and since stomal or recurrent 
duodenal ulcers do not develop at all in the other 
half, how can one arbitrarily assume that incom- 
plete vagotomy is of no value? 

Probably the term adequate vagotomy were bet- 
ter than total vagotomy, since vagus fibers traverse 
the esophageal musculature in an appreciable num- 
ber of cases. The only way to make sure of total 
vagotomy in all cases would be transsection of the 
esophagus—too hazardous a procedure for use in 
dealing with a benign lesion. 

Recent reports of competent clinical surgeons 
suggest that antrectomy and vagotomy for duodenal 
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ulcer is the procedure of choice. The results re- 
ported parallel the longer experience of the authors. 


METHOD 


The method of operation used is comparatively 
simple. The photographs? !> of anatomic dissec- 
tions of Dragstedt and Woodward,? Walters’® and 
others clearly show that most of the fibers of both 
vagus nerves accumulate between the lesser curva- 
ture of the stomach and the coronary artery. On 
this basis, subtotal section of both vagus nerves was 
effected in the earlier cases in the series by dis- 
section, cleaning off the lesser curvature of the 
stomach to a point just below the gastroesophageal 
junction and making a high mass ligation of the 
vagus nerve fibers including the coronary artery 
(Figure 1, left). In more recent cases, more com- 
plete vagotomy was done (Figure 1, right). 

The antral element in humans, unlike that in 
dogs, appears to shade out up to at least the middle 
portion of the lesser curvature of the stomach. 
Therefore, in order to eliminate this element as 
much as possible, the stomach was divided at the 
midportion of the lesser curvature, great care being 
taken in selecting the midpoint. Since the portion 
of the stomach above this portion is wider than the 
portion below it, hemigastrectomy as carried out in 
this series involved the removal of between 40 and 
50 per cent of the stomach. 


After it was noted that removing the duodenal 
ulcer was not necessary if there was no pyloric an- 
trum left intact, excision of the ulcer was dispensed 
with. The duodenal stump was closed simply by a 
continuous through-and-through chromic 000 cat- 
gut suture and a second inverting continuous layer 
of chromic 000 catgut including the anterior sur- 
face of the duodenum and the capsule of the pan- 
creas. The angles were reinforced by interrupted 
silk or cotton sutures. 


Gastrojejunal anastomosis was effected simply by 
two continuous layers of chromic 000 catgut su- 
tures, one merely a running-over suture and the 
other a continuous inverting seromuscular suture. 
Since the only tension on the suture line was at the 
angles, reinforcement with interrupted cotton or 
silk sutures was done there only. Anastomosis of an 
anterior Polya type was used —a long proximal 
jejunal loop attached to the lesser curvature with 
the distal loop emerging from the greater curvature. 
A modified Hofmeister or a tuck procedure devised 
by the authors was carried out at the distal end of 
the lesser curvature. 

When the anastomosis is completed it is impor- 
tant that the stomach be placed in the left side of 
the abdomen to prevent the site of the gastrojejunal 
anastomosis from adhering to the more narrow 
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Figure 1—Left: Division of the accumulation of the fibers of both vagus nerves between the lesser curvature of 
the stomach and the left gastric artery is shown. A—Vagus nerve fibers intact. B—Denervated portion of remain- 
ing stomach after hemigastrectomy. C—Portion of stomach removed. Subtotal vagotomy of this type results in no 
motility disturbances. Right—So-called total vagotomy. A—Denervated portion of remaining stomach. B—Portion 
of stomach removed. In vagotomy of this type, motility disturbances occur in some cases. 


space between the vertebral column and the anterior 
abdominal wall in the midline. 

The method of wound closure consisted of con- 
tinuous chromic 0 and chromic 00 layer closure and 
continuous everting wound closure supplemented 
by through-and-through heavy silk retention sutures 
placed not more than an inch away from the mid- 
line and not more than an inch apart.‘ 

This procedure from skin incision to skin clos- 
ure, can be carried out without haste in not more 
than an hour and a half and sometimes in less than 
an hour. 

The procedure was arrived at through trial and 
error. Originally the anterior Polya anastomosis 
was constructed with a short proximal jejunal loop 
attached directly to the lesser curvature. There were 
incidences of proximal loop dilation, apparently 
from the current of food entering the proximal loop 
from the pathway along the lesser curvature of the 
stomach (magenstrasse). This seemed to be the 
cause of certain instances of dumping-like syn- 
dromes. There were also instances of proximal loop 
obstruction in these cases. 

In an attempt to correct these complications, the 
procedure was reversed: The proximal loop was 
placed at the greater curvature and the distal loop 
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at the lesser curvature. This procedure was discon- 
tinued because there was difficulty in emptying of 
the stomach in certain cases. The greater curvature 
of the stomach stretched more than the lesser curva- 
ture, and pockets developed at the lower elongated 
curvature angle, where accumulations of barium 
were observed roentgenographically. 

The procedure was then again reversed, placing 
the proximal loop at the lesser curvature. This time, 
however, a long proximal loop. was used to prevent 
proximal loop obstruction (Figure 2). There is no 
contraindication to this, as absorption of alkaline 
juices in such a loop is negligible. How long to 
make the loop cannot be said exactly. It suffices to 
select a portion of jejunum of adequate length 
where the mesentery is long enough to leave enough 
space for the transverse colon and mesocolon to 
pass behind it without undue pressure. (In the 
present series, if the omentum was unduly large it 
was partially resected.) Care must be taken, how- 
ever, not to make the proximal loop so long that it 
could slip behind the. distal jejunal loop and thus 
become obstructed. With a loop of proper length 
this complication can be prevented by two precau- 
tionary measures. The site of anastomosis should 
be, as nearly as practicable, at the first long seg- 
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Figure 2.—Satisfactory modifications of anterior Polya procedure, which prevent proximal loop distention. 


The long loop precludes proximal loop obstruction. 


ment of mesentery. A long segment of mesentery 
between the ligament of Treitz and the lesser curva- 
ture of the stomach results in a redundant proximal 
loop which can possibly fall to the left behind the 
distal loop. Placing the anastomosed stomach to the 
left side of the abdomen is also helpful, for then 
the point of emergence of the proximal jejunum 
from the ligament of Treitz and the point of jejunal 
attachment at the gastric lesser curvature are more 
or less in line on the left side of the abdomen. Thus 
the distance between these two points is shortened 
and the proximal jejunal loop need not be so long. 

In order to divert the flow of gastric contents 
from the proximal loop, either a Hofmeister or a 
tuck procedure was carried out on the lesser curva- 
ture of the stomach (Figure 2). 

Early in the series, posterior Polya procedures 
were used. Subsequently either posterior or anterior 
anastomosis was done, the choice depending upon 
conditions in each case. Finally the anterior pro- 
cedure was done routinely. It saves time and so far 
as could be observed there are no contraindications. 


RESULTS 


One general observation with regard to results 
was that in the first six months after operation there 
was a good deal of variation between cases, but 
after six months the results were consistent. Pos- 
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sibly a factor is a compensatory enlargement of the 
stomach in that period. It is important that in 
future comparisons this time factor be kept in mind. 

In a preliminary report in 1948 of a relatively 
small series of hemigastrectomy of the Polya type 
with subtotal vagotomy of both vagus nerves, and 
in subsequent reports, one of the authors expressed 
the belief that the more radical so-called adequate 
gastric resection should not be discarded gener- 
ally.!*) 13 In the light of subsequent experience he 
changed his mind." 

The present series is made up of 107 cases and 
the average time of observation since operation is 
six years. The operations were done at St. John’s 
Hospital and at Wadsworth Hospital. 

Only one patient in the series had a marginal 
ulcer and there was no recurrence following a more 
complete vagotomy six years ago. The patient has 
had motility disturbances, however. On this basis 
it would appear that, had complete vagotomy been 
done in all cases, there would have been no inci- 
dence of marginal ulcer in this series. How this 
would have affected the good results so far as mo- 
tility is concerned is problematical. 

Postoperative data included roentgen studies with 
barium. In no instance was gastric retention, prox- 
imal loop obstruction or dilatation or other motility 
disturbances demonstrated. 
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In one case symptoms of a dumping-like syn- 
drome were present. In two other cases this syn- 
drome may have been present but the patients were 
profoundly psychoneurotic and it was difficult to 
elicit postoperative symptoms accurately. 

The night secretion following hemigastrectomy 
and subtotal vagotomy was 450 cc. 2° acid. This 
compares with night secretion of 530 cc. 2° follow- 
ing vagotomy and gastroenterostomy in an earlier 
study.® The preoperative secretions in both groups 
were essentially the same. 

Following hemigastrectomy and subtotal vagot- 
omy the histamine acidity was reduced from a pre- 
operative average of 65.5° to a postoperative aver- 
age of 25.3°. This is in contrast to the previous 
study of vagotomy and gastroenterostomy which 
showed a reduction from a preoperative histamine 
acidity average of 52.4° to a postoperative average 
of 45°. Following hemigastrectomy and subtotal 
vagotomy the insulin acidity was reduced from a 
preoperative average of 74° to a postoperative aver- 
age of 18.3°.® This was in comparison to our vagot- 
omy and gastroenterostomy study in which the pre- 
operative insulin acidity average was 64° and the 
postoperative average 13°. It is thus clearly evident 
that in the present series the addition of antrectomy 
to vagotomy produced a much greater lowering of 
histamine acidity than did the addition of gastro- 
enterostomy to vagotomy. 

Pronounced loss of weight occurred in two cases. 
In one case the loss was not regained but the patient 
was considerably overweight before operation, pos- 
sibly owing to ingestion of large amounts of cream, 
and his present weight is normal for his height and 
build. The patient says he feels well. 

None of the patients had anemia postoperatively. 
There were no complications incident to leakage of 
the duodenal stump or gastrojejunal anastomosis. 
None of the patients died. 


COMMENT 


Surgeons associated with the authors have re- 
cently complemented the present study with a series 
of 42 cases in which the patients were treated by 
Billroth I hemigastrectomy with attempted complete 
vagotomy at the Wadsworth Hospital. This phase of 
the study is being continued. The morbidity so far 
in this group has been greater than it has been with 
the Polya-type procedure in our larger series. In 
four of the 42 cases it has been necessary to replace 
the gastroduodenostomy with gastrojejunostomy to 
correct inadequate emptying of the stomach. 

While the Billroth I procedure should not be con- 
demned on the basis of results in this small series 
of cases, certain known objections to it do condemn 
overenthusiasm for the procedure. In dogs the 
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duodenum is more resistant to acid than is the 
jejunum. This is probably true in humans also, 
although there is no proof of it. However, duodenal 
regurgitation is spasmodic and neutralization of the 
potential ulcer area in the anastomosed duodenum 
is not constant, whereas the jejunal stoma in a 
Billroth II or Polya procedure is constantly bathed 
with alkaline duodenal juices. This is consistent 
with relative achlorhydria in 72 to 75 per cent of 
cases after Billroth II or Polya operations and in 
only 40 per cent of cases after Billroth I operations 
for duodenal ulcer.'5 


Theoretically, fat digestion should be aided by 
food passing through the duodenum. However, in 
the present series there was no laboratory or clin- 
ical evidence of lack of fat digestion associated with 
the Polya operation. 

Although duodenal ulcers may occur in bizarre 
locations,| most of them are within a relatively 
small area on the anterior wall. In the usual Bill- 
roth I procedure, unless the anastomosis is con- 
structed especially to prevent it, after operation the 
gastric contents, following the magenstrasse, strike 
the duodenum in relatively the same place as they 
did before; and it is at that place that most recur- 
rent ulcers form. These factors also obtain with 
pyloroplasty. Furthermore, the operation is tech- 
nically not feasible in cases where the duodenum is 
unduly friable. In a significant number of cases it 
implies resection of the ulcer, which is unnecessary 
in the Polya or Billroth II procedure. 

Since it is now known that marginal ulcer occa- 
sionally occurs even after the most radical subtotal 
gastric resection with supplemental total vagotomy, 
it is evident that nothing short of total gastrectomy 
will completely prevent recurrence. This, of course, 
is too radical a procedure for a benign lesion. 

The crux of the problem rests in the following 
inescapable facts. 

Marginal ulcers following vagotomy and gastro- 
enterostomy have been cured by subsequent hemi- 
gastrectomy. On the other hand, marginal ulcers 
following gastrectomy have been cured by subse- 
quent vagotomy. It seems, therefore, that in the one 
case the hormonal factor and in the other the vagal 
factor is predominant.® 1° 1! Unfortunately, no ac- 
curate method has been devised to tell which is 
which preoperatively. 

With simplified antrectomy and vagotomy as util- 
ized in the present series, mortality is no greater 
than with vagotomy and gastroenterostomy. This 
does not apply to subtotal “adequate” gastrectomy 
including removal of the ulcer. 

From a practical standpoint, then, until preopera- 
tive selection of cases can be counted upon, it seems 
that conservative antral gastrectomy combined with 
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some form of sectioning of both vagus nerves con- 
stitutes a procedure involving minimal anatomic 
and physiologic mutilation consistent with optimal 


results. 
120 South Lasky Drive, Beverly Hills. 
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Hypertension in Childhood 


freatment of Acute Nephritis with a Derivative of Veratrum Viride 


STEPHEN W. ROYCE, M.D., San Marino 


DURING THE winter and spring of 1952, 63 chil- 
dren with acute nephritis were observed on the 
wards of the Los Angeles Children’s Hospital and 
ihe Los Angeles County General Hospital. Ten of 
them had signs and symptoms ordinarily associated 
with severe hypertension, and their blood pressure 
stabilized above 160 mm. of mercury systolic and 
100 mm. diastolic. In an effort to lower these pres- 
sures and to relieve the associated hypertensive phe- 
nomena, the children were given a new derivative 
of an ancient drug. A prompt and uniform hypoten- 
sive effect was observed. 


The Present Problems of Acute Nephritis 


Since penicillin became available in adequate 
amounts many diseases associated with the beta 
streptococcus have been controlled more effectively 
and have been accompanied by fewer complica- 
tions. A decreased incidence of these diseases in the 
general population has often coincided with this 
reduction in morbidity. This has held true for scar- 
let fever, streptococcal pharyngitis and erysipelas, 
and, to a lesser extent, for rheumatic fever. Acute 
nephritis appears to be an outstanding exception. 
Despite the use of antibiotics, the incidence of 
nephritis has shown little change in the past ten 
years. The number of cases seen each year at the 
Los Angeles Children’s Hospital ranged between 20 
and 35 for many years and has recently increased 
—to 42 in 1952 and to 57 in 1953. (This apparent 
epidemic coincides with a doubling of the overall 
admission rate to the hospital, and probably does 
not represent an absolute increase in the number of 
cases in the general population.) 

Antibiotics also have had an important effect on 
other aspects of acute nephritis, notably the mor- 
tality rate. Upon investigation of autopsy records 
it was noted that the children who died with acute 
nephritis were, in most instances, overwhelmed by 
secondary infections and did not die of renal, heart, 
or lung complications of the disease. As antibiotics 
became generally available the death rate began to 
fall. Since 1947 there have been no deaths from 
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e Alkavervir (Veriloid®), a new derivative of 
veratrum viride was used in the treatment of 
hypertension in ten children with acute nephritis. 
The patients had a variety of complications asso- 
ciated with hypertension—heart failure, convul- 
sions, vomiting and headache. In all of them the 
blood pressure decreased soon after the drug was 
given. 


acute nephritis at the Los Angeles Children’s Hos- 
pital. 

Therefore it might well be held that if antibiotics 
are given, and secondary infection controlled, the 
child will survive the disease regardless of the sever- 
ity of nephritis. Yet one phase of the disease—the 
hypertensive—usually requires vigorous treatment. 
In this crucial period of acute nephritis the results 
of permitting the disease to run its course may well 
be heart failure, convulsions or coma. More remote 
possibilities are permanent cardiac or brain damage. 


Acute Nephritis: Hypertensive Phase 


The cause of hypertension associated with acute 
nephritis is not clear. Even less is understood, as a 
recent report by Derow? emphasized, about the re- 
lationship of hypertension and cardiac or cerebral 
phenomena. The clinical consequences of hyperten- 
sion are known to a limited extent. Of major con- 
cern is the effect of sustained high blood pressure 
on the heart and brain. Therapy in the hypertensive 
phase is directed primarily toward prophylaxis of 
major cardiac and cerebral damage. Permanent 
renal damage is rare and treatment directed pri- 
marily toward the kidney usually is not indicated. 

Myocarditis is a frequent concomitant of acute 
nephritis and it may occur in a normotensive pa- 
tient. When hypertension is present the dangers of 
organic myocardial lesions, infarction and possibly 
permanent heart damage are increased. Similarly, it 
has been observed that the convulsions in enceph- 
alopathic states can occur when the blood pressure 
is normal. This suggests that factors other than 
hypertension may be present in most cases of brain 
disease associated with acute nephritis. But as the 
pressure rises quickly and steadily to excessively 
high levels the risk of coma and brain damage be- 
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comes proportionately greater. Notwithstanding the 
importance of other factors, it seems clear that 
acutely elevated blood pressure levels may have a 
harmful effect on the heart and brain of the sick 


child. 


Hypotensive Agents 


Specific therapy for the hypertensive phase is 
often difficult. Many agents have been tried but only 
a few have survived more than a few clinical trials. 
Surgical procedures, including kidney decapsula- 
tion and sympathectomy’ have also been used. The 
many angles of approach to this problem suggest 
that the ideal agent has not yet been found. 

An ideal hypotensive agent might be described 
as one which: (a) Reduces the blood pressure 
quickly and safely; (b) controls the factors other 
than hypertension, which contribute to cardiac fail- 
ure, specifically factors which produce a low car- 
diac output; (c) reduces the dangers of damage to 
the brain by reversing cerebral vasospasm; (d) has 
a beneficial, or at least a nonharmful, effect on kid- 
ney function. The ideal agent should also have a 
wide margin of safety and a minimum of severe 
side effects, and it should be compatible with digi- 
talis. 

The one drug which has been used most fre- 
quently in this disease is magnesium sulfate. De- 
spite its depressant effect on the central nervous 
system, and a similar depressant action on cardiac 
function, it has remained the agent of choice. Ettel- 
dorf and co-workers® noted that magnesium sulfate 
has a beneficial effect on the kidneys, increasing 
renal blood flow and renal output.* When used care- 
fully magnesium sulfate does have this definite 
advantage over many other agents, particularly 
those which depress kidney function. The chief 
disadvantage of magnesium sulfate is its incon- 
sistent action. In a high percentage of cases (in 
some series 50 per cent or more) magnesium sul- 
fate has no appreciable hypotensive effect. 


Veratrum Preparations 


The agent used in the present series is a deriva- 
tive of veratrum viride. In the past 2,000 years of 
medicine veratrum has been in and out of favor 
many times. It has always been considered an effec- 
tive drug, but one whose effectiveness was matched 
or often overcome by its dangerous qualities. The 
nadir of its popularity was reached a few years 
ago when it was dropped from U.S.P. XII. In 
1941 Goodman and Gilman’ stated: “The drug is 
practically obsolete today, and enjoys a deserved 
oblivion.”® 

Recently, purified preparations of veratrum have 
been made available. One of these, alkavervir,* was 


*Veriloid,® NNR, Riker Laboratory, Los Angeles. 
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selected for use in this study. This drug is an 
alkaloidal ester extract of veratrum, prepared by 
fractionation and standardized chemically and bio- 
logically. Data on alkavervir (Veriloid®) are sum- 
marized as follows: 

1. Hypotensive. The hypotensive effect is achieved 
by generalized vasodilation, mediated through the 
central nervous system. The drug has neither a 
sympatholytic nor adrenergic blocking action. The 
patient is maintained in a state of circulatory equi- 
librium, but at a lowered arterial pressure. 

2. Cardiac. Following Veriloid administration, 
Wilkins’ noted an increase in cardiac output and 
bradycardia. The latter is not causally related to 
the hypotension but is vagal in origin, and can be 
abolished by vagotomy or by giving atropine. Elec- 
trocardiographic changes consist of reversal of the 
strain pattern during Veriloid-induced hypotension. 
In view of the fact that Kauntze and co-workers® 
used the drug in the therapy of congestive and 
hypertensive failure in adults, and it was given 
freely to patients already digitalized, it was antici- 
pated that protective effect on the heart might be 
found—this in direct contrast to magnesium sulfate, 
which has a cardiac-depressant effect. 

3. Renal. The renal bed shares in the generalized 
vasodilation which follows administration of the 
drug. This results in an initial decrease of renal 
blood flow, followed by a fairly rapid return to 
normal or above normal values. The urine output 
reflects this initial decrease; Goldman* observed 
that a smaller volume of urine is produced during 
the period of hemodynamic adjustment to the lower 
pressure. 


MATERIALS AND METHODS 


Veriloid may be administered by mouth, intra- 
muscularly or intravenously. Inasmuch as the pa- 
tients are usually nauseated and may be vomiting, 
and since close control over initial dosage is desira- 
ble, intravenous administration is usually preferred. 
In the present series the patients were observed for 
from 6 to 12 hours after admittance; during this 
time symptoms, behavior and evidences of enceph- 
alopathic conditions were recorded. Baseline blood 
pressure readings were made, an electrocardiogram 
obtained and blood drawn for nonprotein nitrogen 
determination. Indications for the use of hypoten- 
sive agents were considered to be systolic pressure 
of 160 mm. of mercury and/or diastolic pressure of 
100 mm. or more; or lower blood pressure levels if 
there was evidence of heart failure or cerebral 
symptoms. 

The following regimen is suggested: 

Dosage: Veriloid administration (intravenously) 
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consists of two phases, an initial rapid infusion 
followed by slow intravenous drip. Initially: 0.022 
ce. of Veriloid solution per kilogram of body weight 
over a period of 20 minutes. This amount is diluted 
to a volume of 10 cc. with 5 per cent glucose solu- 
tion. (For example, if the patient weighs 20 kg. then 
the initial dose is 0.022 cc. X 20 = 0.44 cc. of Veri- 
loid, diluted to 10 cc. in a 5 per cent glucose solu- 
tion. ) 

(a) The injection should be made at the rate of 
0.5 cc. of this diluted solution per minute for eight 
minutes (total of 4 cc.) with continuous observa- 
tion of blood pressure. 


(b) Wait two minutes. 


(c) Continue at the rate of 0.5 cc. per minute 
for six more minutes, watching blood pressure 
closely. (The total given thus far is 7 cc.) 


(d) Wait two minutes. 


(e) Continue at the rate of 0.5 cc. per minute 
for six more minutes, watching blood pressure 
closely. This will exhaust the supply in the syringe. 
(Total 10 cc.) If, after a 15-minute interval, the 
blood pressure is not lowered to the desired level, 
repeat whatever part of a similar 10 cc. preparation 
is required to bring the biood pressure to the level 
desired. Always stop when a 20 mm. fall is ob- 
served, and wait until the blood pressure levels off 
before continuing. 


Maintenance: Start slow intravenous infusion us- 
ing 5 per cent or 10 per cent glucose as the diluent. 
Give 0.13 cc. Veriloid per kilogram of body weight, 
in total solution of 22 cc. per kilogram of body 
weight. Infuse at rate of 5 drops per 10 kg. of body 
weight per minute. (For example, with a 20 kg. 
patient, 0.13 cc. of Veriloid < 20 = 2.6 cc. of Veri- 
loid to be added to 20 X 22 cc. = 440 cc. of a 
5 per cent glucose solution given at rate of 2 X 5 
drops = 10 drops per minute. ) 

Blood pressure must be taken and recorded every 
15 minutes while the maintenance infusion is run- 
ning. It may be set up to run 15 to 20 hours if 
necessary. 

Further medication with Veriloid should be de- 
termined on the basis of subsequent episodes of 
hypertension. After the initial infusion and main- 
tenance dosage the patient may “escape” from the 
effects of the drug, and the blood pressure climb to 
near the initial levels. A second maintenance in- 
fusion may then be used. 

Overdosage results in extreme hypotension with 
eventual collapse, bradycardia and cardiac irregu- 
larities. These complications are rare, but to relieve 
them there must be at the bedside of each patient 
receiving the drug: 

1. One ampule of ephedrine sulfate 214 per cent. 
Give 1 cc. (25 mg.) intramuscularly. 
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2. Atropine sulfate 1:1000. Give 0.43 mg. intra- 
muscularly to overcome bradycardia. 


RESULTS 


Using the criteria and methods as outlined above, 
ten children were given Veriloid. A prompt hypo- 
tensive effect was observed, and a characteristic 
general pattern of response to Veriloid was noted 
in each instance. 

It was found that the blood pressure could be 
reduced to a selected level, or to normal or sub- 
normal levels, by changing the rate of the infusion. 
No attempt was made to produce normal or hypo- 
tensive levels, since a fall of only 20 or 30 mg. was 
often sufficient to relieve encephalopathic states 
and to reduce the hypertensive strain on the patient. 

Three typical case histories follow: 


Case 1. A 12-year-old Mexican boy entered the 
hospital in a semicomatose condition. Three weeks 
before, he had apparently made uneventful recovery 
from scarlet fever, although he occasionally com- 
plained of persistent headache. Forty-eight hours 
before admission he began to vomit, and on the 
morning of entry had a convulsion. Intermittent 
convulsions lasted eight hours and were accom- 
panied by cyanosis. Initial physical examination 
showed a disoriented, combative boy with mod- 
erate, generalized edema and blood pressure of 
180/130 mm. of mercury. The heart was enlarged 
to percussion and on roentgen examination a wid- 
ened cardiac shadow was seen. An electrocardio- 
gram was within normal limits. The urine was 
grossly bloody, contained red blood cell casts, and 
gave a strongly positive reaction for albumin. The 
nonprotein nitrogen content of the blood was 113 
mg. per 100 cc. During the first four hours on the 
ward the patient remained semiconscious and bel- 
ligerent, and had periodic convulsions of a tonic- 
clonic pattern. Blood pressure stabilized at 170/120 
mm. of mercury. At this time Veriloid was given 
intravenously, and 20 minutes later the patient be- 
came responsive and cooperative. The blood pres- 
sure was 140/100 mm. Two hours later the patient 
fell asleep, and the blood pressure at that time was 
120/90 mm. During maintenance Veriloid therapy 
that was continued over a period of 12 hours, the 
blood pressure stabilized at 130/90 mm. of mer- 
cury. The following day the nonprotein nitrogen 
was 54 mg. per 100 cc. and the patient began to 
lose weight. Recovery was without incident, and 
two years after the illness, urinary findings and 
blood pressure were normal. 


Case 2. A 7-year-old Mexican boy entered the 
hospital. with signs of acute cardiac failure. Two 
weeks before entry he had had an attack of acute 
pharyngitis, followed one week later by swelling 
of the face, abdomen and scrotum. Thirty-six hours 
before entry he became dyspneic, 12 hours later was 
orthopneic, and on the morning of admission was 
cyanotic. Upon initial examination, deep cyanosis, 
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generalized edema and orthopnea were noted. The 
blood pressure was 160/120 mm. of mercury. The 
patient seemed acutely uncomfortable. The heart 
was enlarged to percussion, and the heart rate 
ranged from 160 to 180. Conditions observed upon 
roentgen examination of the chest were consistent 
with pulmonary congestion. The electrocardiogram 
was grossly abnormal. Albumin, red blood cells and 
red blood casts were noted in the urine. The non- 
protein nitrogen content of the blood was 58 mg. 
per 100 ce. 

Upon entry the patient was given digitalis and 
after six hours, during which time the blood pres- 
sure stabilized at 155/120 mm. of mercury, Veri- 
loid was started intravenously. There was a rapid 
fall in blood pressure with leveling off at 100/80 
mm. After nine hours Veriloid was discontinued. 
During the next. four days edema subsided. No 
restrictions on fluid, sodium or diet were imposed 
during this period. The heart returned to normal 
size and recovery was uneventful. 


Case 3. A 4-year-old girl entered the hospital 
because of generalized edema. Two weeks before 
admission the child had received penicillin for a 
mild sore throat. Subsequently she had been well 
until four days before entry, when abdominal swell- 
ing was observed. Two days later severe shortness 
of breath developed. On initial examination the 
child seemed acutely ill and dyspneic. Blood pres- 
sure stabilized at 150/120 mm. of mercury during 
six hours of observation. There was abdominal dis- 
tention with evidence that pressure on the dia- 
phragm from below was compressing the chest. 
Films of the heart showed an enlarged cardiac sil- 
houette and vascular shadows consistent with pul- 
monary engorgement. Gross hematuria was noted, 
and red blood cell casts were observed on micro- 
-scopic examination of the urinary sediment. Non- 
protein nitrogen was 52 mg. per 100 cc. of blood. 
Veriloid administration was followed by a prompt 
drop of the blood pressure to 115/90 mm. of mer- 
cury. During the next eight hours the patient seemed 
more comfortable and the chest cleared. Grossly 


abnormal urinary findings were observed for a 
period of ten days. Recovery thereafter was without 
incident. 


DISCUSSION 


It is not reasonable to assume that Veriloid or 
any other hypotensive agent now available effects 
more than a temporary reversal of hypertension. 
The blood pressure will again rise to high levels 
shortly after the drug is discontinued. But mean- 
while a temporary reversal has been obtained, and 
this may be all that is needed. Furthermore, it 
should not be assumed that because a drug worked 
well and uniformly in ten children it constitutes an 
ideal agent. The variability of blood pressure both 
in health and disease is such that one cannot always 
be sure that the drug that is given and the blood 
pressure readings that follow are necessarily cause 
and effect. At present, from this limited series it 
seems reasonable to conclude only this: Veriloid 
deserves further clinical trial in the hypertensive 
phase of acute nephritis in childhood. 

1635 Chelsea Road, San Marino. 
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Therapy of Tinea Capitis 


The Value of X-Ray Epilation 


‘HE ONLY KNOWN swift and sure cure for Micro- 
porum audouini infection of the scalp and the only 
idequate barrier against spread from person to 
yerson, is x-ray epilation. Unless isolated, a child 
inder long-term topical therapy can infect count- 
ess others before cure is achieved; and isolation 
is not practical, for no child in this enlightened era 
should be deprived of normal play with other chil- 
dren for months and sometimes years when there 
is a safe way to avoid it. 

The Keinbock-Adamson technique of, roentgen 
ray epilation has stood the test of time. Cipollaro* 
estimated that 20,000 children have had epilation 
by this method since its inception half a century 
ago. Strauss and Kligman,* who have made exten- 
sive studies of tinea capitis, stated that there is no 
valid evidence that epilation with the Keinbock- 
Adamson technique, if properly performed, leads to 
development of any undesirable cutaneous or neu- 
rologic sequelae. In 1948 Combes and Behrman® 
reported use of the method in several thousand 
cases without any untoward permanent effects. 
Beare and Cheeseman! applied the method in treat- 
ing 566 cases of tinea capitis due to M. audouini. 
At the time their report was made, they had ob- 
served 75 per cent of the patients for a reasonable 
length of time, and regrowth had occurred in all 
cases. Many other reports of the efficacy and safety 
of properly performed roentgen ray epilation are to 
be found in the literature. 

The Keinbock-Adamson technique is of proven 
worth in the control of epidemics. It is probable 
that epidemics could be prevented if the first few 
children to acquire M. audouini infection in a 
community were treated by epilation. For example: 
In a city of 25,000 population on Long Island, 
where one case was discovered, eight more were 
found on examination of all the school children in 
the city.2 Six children were given roentgen ray 
epilations and were cured in three to four weeks. 
The other three patients were treated topically be- 
cause of minimal involvement or kerion formation. 
No new cases were reported during the following 
months. In contrast, topical treatments of all forms 
were the only therapy used in 900 cases in Ontario, 
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e Roentgen ray epilation, which is at present 
the most important single weapon against M. 
audouini infection of the scalp, should not be 
withheld except in special circumstances, from 
a child who has the disease. It can quickly cure 
the disease and halt spread from one child to 
another. Harmful sequelae and medicolegal 
complications can be averted by competent use 
of the method and simple precautions. 

The Keinbock-Adamson technique of epilation 
can be recommended without hesitancy, pro- 
vided it is carried out meticulously in every 
detail, and administered by an operator of suit- 
able training and experience in roentgen therapy 
of the skin. 


Canada, and after 18 months the cure rate was only 
62 per cent.° During an epidemic in New York 
City in 1950, Cipollaro and Brodey* obtained a 
cure rate of 98 per cent of all treated cases in an 
average of six weeks, using the Keinbock-Adamson 
technique. 

At Stanford University School of Medicine, and 
in the author’s private practice, the technique has 
been used in a total of 78 cases since 1951, with no 
untoward results. 

Despite the preponderance of favorable opinion 
among authorities, many physicians are hesitant to 
recommend roentgen ray epilation for treatment of 
M. audouini infection of the scalp. The reasons and 
a discussion of each follow: 


1. Fear of permanent alopecia. When the Kein- 
bock-Adamson technique is carried out meticu- 
lously by a skilled and fully qualified operator, 
permanent alopecia need not be feared. Most au- 
thorities consider 300-350 roentgens in air to be 
the minimum dose which will produce temporary 
epilation when the Keinbock-Adamson five-point 
technique is used. The number of roentgens neces- 
sary to produce permanent alopecia is not known, 
but the margin of safety between a dose causing 
temporary loss of hair and one causing permanent 
loss is considerable. Strauss and Kligman® applied 
as many as 500 r to each of five focal points on the 
scalp by this method, and concluded that the dose 
necessary to produce permanent alopecia is above 
1,000 tissue roentgens. 

2. Fear of brain damage. In the performance of 
the technique under discussion, superficial therapy 
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machines are used, with voltages lower than 100 
kv, having a half-value layer of less than 1 mm. of 
aluminum. No filter is used. Under these conditions 
there can be no possibility of brain damage. 


3. Fear of medicolegal complications. These have 
arisen because epilations have been attempted by 
physicians lacking the proper training and experi- 
ence in roentgen therapy of the skin. It is true that 
there is little tolerance for error in the technique 
of roentgen ray epilation, but this can also be said 
of countless other medical and surgical procedures 
which physicians recommend daily with confidence. 


Medicolegal complications have developed be- 
cause an inexperienced operator has committed one 
or more of the following errors: 


1. Over-exposure: This may come about through 
giving an epilating dose to the same area twice. A 
plotted diagram of the scalp should be made, and 
each treated area checked off as the operator works. 


2. Using too heavy filtration. Unfiltered, conven- 
tional superficial radiation should be used. 
3. Faulty timing, of the treatment. A stop-watch 


should always be employed as a check on the x-ray 
timer. 

4. Faulty positioning of the patient. 

5. Lack of biologic calibration of the x-ray ma- 
chine used. This is important in addition to the 
regular physical calibration. 

6. Failure to discontinue all topical therapy at 
least ten days before epilation, resulting in com- 
plaints about scalp irritation which is not due to 
roentgen rays at all, but to the previously employed 
topical agents. 

A careful history must be taken of each patient 
to make sure there has been no previous irradiation 
of the scalp within six months. If complete epilation 
is not accomplished by roentgen therapy, it may be 
repeated once, but not until at least six months after 
the first treatment. Also, if a child has scars on the 
scalp, it is wise as a precautionary measure to take 
photographs before epilation. 

Telling the parents what to expect after epilation 
helps to give them confidence in the procedure and 


in the physician and goes a long way toward avert- 


ing medicolegal complications. 
Roentgen ray epilation is contraindicated in: 


1. Tinea capitis due to Microsporum lanosum 
(acquired from animals) except when such infec- 
tion has existed for months in a noninflammatory 
form. 


2. The presence of kerion formation, or any 
inflammatory reaction during the course of infec- 
tion due either to M. audouini or M. lanosum. 


3. Cases of tinea capitis in children under three 
years of age, because of their inability to remain 
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motionless during treatment. Sedation or light anes- 
thesia may be used at the physician’s discretion in 
the individual case where epilation is necessary. 


For M. audouini infections, roentgen ray epila- 
tion is always advisable under the following cir- 
cumstances: 


1. In cases showing no improvement under topi- 
cal therapy in two months. 


2. In cases where the infection is spreading— 
where a single lesion is enlarging, or new ones are 
forming elsewhere on the scalp. 


3. For the control of epidemics in a community, 
or to prevent infection of other siblings in the indi- 
vidual family. 


The Keinbock-Adamson technique of roentgen 
ray epilation has been fully described in the litera- 
ture.® Briefly, it consists of marking five focal points 
on the scalp, and giving each point an epilating dose 
of from 300 to 350 r, unfiltered, with a half-value 
layer of 0.7 mm. of aluminum. The exact dosage in 
each case depends on the age of the child treated, the 
size and shape of his head, his coloring, and the 
results of biologic calibration of the x-ray machine 
used. The five points are irradiated at one sitting. 
The intermediary areas receive more irradiation 
than the focal points. This “overlapping” is calcu- 
lated and allowed for. It is not dangerous and will 
not cause permanent alopecia if all phases of the 
technique are carried out accurately. 

Roentgen ray epilation demands careful clinical 
follow-up of the patient. The hair begins to loosen 
usually on the sixteenth or seventeenth day follow- 
ing the treatment. At this time, the parents are 
instructed to remove loose hair two or three. times 
daily by pressing on and then removing strips of 
adhesive tape. This helps to prevent scattering of 
infected hairs. A day or so later, usually on the 
eighteenth or nineteenth day, an adhesive cap is 
applied at night and removed in the physician’s 
office the following morning. Since roentgen rays 
do not kill the fungus, every attempt is made to 
remove all strands of hair by the twenty-first day. 
Many infected stubs will still remain, and they 
should be manually removed by the thirtieth day. 
This can be done without pain. If they are allowed 
to remain longer the follicles will tighten and make 
removing them more difficult. If not removed, they 
may infect the new growth of hair. 

When defluvium is complete, daily shampooing 
and application of a mild fungicide, such as 1 per 
cent salicylic acid and 3 per cent ammoniated mer- 
cury in a petrolatum base, are in order. Usually, 
after two or three weeks of this regimen, no fluor- 
escence or other evidence of infection can be 
found. The child cannot, however, be discharged 
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‘rom treatment until no fluorescence is seen in 
ither of two examinations under a Wood’s light, 
siven two weeks apart, and a culture made from 
scrapings of the scalp is negative for fungi. 


Regrowth of the hair begins in one to two 
nonths and is nearly always vigorous. The hair 
rows back first on the focal points of treatment, 
vhich have received the smallest amount of radia- 
ion. In the “overlapping” areas, which have re- 
‘eived more, the hair is a little slower to come in. 
t should be explained in advance to parents that at 
irst the growth may look patchy but later will be 
iniform. In boys, regrowth is complete in two to 
hree months from the date of defluvium. The rate 
f growth is the same in girls, but complete restora- 
tion of appearance, from a cosmetic viewpoint, may 
take five or six months. 


Tinea capitis does not endanger the physical 
health of its victims, but there may be adverse 
psychologic effects in a sensitive child if the disease 
persists a long time and sets him apart from his fel- 
lows. Painful periodic manual depilation of hairs by 
his mother does not seem like an act of love to a 
small child who cannot comprehend the reason. 
Constant parental efforts to impose necessary sani- 
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tary precautions on children during long term topi- 
cal therapy can cause an atmosphere of tension in 
the home. 

Parents usually readily accept roentgen ray epi- 
lation once they understand it. Particularly if they 
have worked tirelessly and sometimes fruitlessly to 
avoid the spread of the infection to other siblings, 
they can be much relieved to know the danger will 
be passed in a few weeks. 

1120 Montgomery Drive, Santa Rosa. 
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Multiple Myeloma 


A Case Diagnosed Without X-ray Evidence of 
Bone Lesions 


MORRIS E. FREEDLAND, M.D., Long Beach 


MULTIPLE MYELOMA is a disease which has fascin- 
ated clinicians since 1845 when Dr. Henry Bence- 
Jones identified the protein in the urine of a patient 
referred to him by Sir James Watson. It is a disease 
which often escapes detection in its early stages 
because many clinicians consider roentgenographi- 
cally observable changes in the bones a necessary 
criterion for the diagnosis. 

Wallerstein? in 1951 brought attention to this 
subject with a comprehensive review of the literature 
and three case reports. 

The following case is presented as one in which the 
diagnosis was made ten months before any lesions 
demonstrable by x-ray examination were present. 


REPORT OF A CASE 


The patient, a 50-year-old man, an oil company 
executive, was observed at home on September 6, 
1950, for excruciating low backache radiating to the 
left buttock. 

The patient had had low backache first in April, 
1950. At that time a chiropractor made a series of 
“adjustments.” Then the pain was worse. The patient 
stopped subjecting himself to the treatment and 
gradually the pain abated. 

In the present illness he was unable to move or 
get out of bed. Morphine and meperidine were given, 
and the following day the patient was admitted to 
Community Hospital, Long Beach, where complete 
roentgen studies of the spine revealed no abnormali- 
ties. Orthopedic consultation was obtained and a 
diagnosis of low back sprain was made. The patient 
was discharged on the following day and received 
a series of physiotherapy treatments with improve- 
ment. 


On September 29, 1950, he was readmitted to the 
hospital with excruciating backache. Large doses of 
meperidine were required for relief. X-ray studies 
of the lumbosacral spine were repeated and again no 
abnormality was observed. The only physical abnor- 
mality observed was paravertebral muscle spasm in 
the lumbar region. The straight leg raising test 
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showed pronounced impairment on the left. Exer- 
cises for the lower back were prescribed and a back 
brace was applied. The patient improved and was 
discharged October 5, 1950. 


The pain soon recurred and became excruciating. 
and on November 29, 1950 the patient was read- 
mitted. Myelograms were done and were reported 
as showing no abnormality. The patient began to 
have pains in the ribs. Examination of a specimen of 
sternal marrow revealed 26 per cent immature 
plasma cells. The serum globulin content was ele- 
vated. The urine was negative for Bence-Jones pro- 
tein. X-ray studies of the skull, thorax, complete 
spine, thighs, legs and pelvis were carried out and 
no abnormality was noted. Even so, the diagnosis of 
multiple myeloma was considered established. A 
series of x-ray treatments to the lower spine and 
pelvis was given. The patient had considerable 
improvement and returned to work. 


On October 18, 1951, the patient fell from a lad- 
der and fractured the right 6th rib. No evidence of 
osteolytic lesion was found at the site of the fracture. 
Adhesive tape was applied for immobilization and 
the patient returned to work two weeks later. How- 
ever, he began to have pain again in the back and 
ribs and on December 20, 1951, another x-ray study 
of the bones was done. Pathologic fracture of the 
left 4th, 5th, 6th and 7th ribs was noted. There was 
compression of the bodies of the vertebrae from T4 
to T11. Mottled bone absorption of the wing of the 
right ilium also was noted. Another series of x-ray 
treatments was given and the patient was discharged 
on January 4, 1952, and returned to work shortly 
thereafter wearing a back brace. He got along fairly 
well and codeine was used for control of pains. 


In June, 1954, nausea, anorexia and anemia, as 
well as generalized severe bone pains began to 
develop. The patient was given urethane, as much 
as 1.2 gm. three times a day, but without much 
relief, and finally large doses of meperidine were 
required. Multiple transfusions were given. In Au- 
gust 1954 a spontaneous fracture of the left femur 
occurred and the patient then was bedridden until 
he died on September 18, 1954, four years and five 
months after the onset of the original symptoms. 


In this case, suspicion of multiple myeloma was 
aroused when the skeletal pain of the patient seemed 
out of proportion to the conditions observed roent- 
genographically. Suspicion was further aroused 
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when serum protein was found to be elevated. The 
diagnosis was then definitely established by bone 
marrow studies. 

Medical literature contains very few reports of 
multiple myeloma diagnosed without lesions in the 
bones demonstrable by x-ray. However, since un- 
doubtedly there are many cases in which the disease 
is present but radiographic appearance is normal, 
it should be emphasized that complete bone surveys 
should be done when there are other factors to 
arouse suspicion. It should be borne in mind also 
that there may be bone lesions far removed from the 
area in which the pain is localized, which may be 
demonstrated by proper x-ray studies. 

Determination of the total serum protein may be 
used as a good screening test for myeloma in cases 


Arachnodactyly with Associated Healed 
Dissecting Aneurysm 


ALBERT E. HIRST, JR., M.D. and 
HAROLD L. BAILEY, M.D., Los Angeles 


ARACHNODACTYLY (Marfan’s syndrome) is a rare 
hereditary disease characterized by multiple defects 
involving the mesodermal tissues of the body. Typi- 
cally, persons who have the disease are tall and have 
unusually long extremities, especially the fingers and 
toes. A deficiency of subcutaneous fat and poor 
development of musculature causes an appearance 
of emaciation. Deformities of the spine, chest and 
feet are common. Bilateral dislocation of the lens of 
the eye and tremulousness of the iris occur in about 
half the cases. Glasses are frequently worn for cor- 
rection of myopia.® 

Serious lesions of the cardiovascular system have 
been responsible for the decreased longevity in the 
majority of cases of arachnodactyly coming to 
autopsy. Angina pectoris, dyspnea on exertion and 
orthopnea are frequent symptoms. Cardiac enlarge- 
ment, aneurysm of the aorta and heart murmurs, 
especially the to-and-fro murmur of aortic insuffi- 
ciency, are common clinical findings. 

Including the nine cases tabulated by Thomas and 
co-workers!! to 1952, the two cases of McKusick,® 
and single cases reported by Bigger,’ Goyette and 
Palmer,’ and Pygott,’° and the present case, there 
is a total of 15 autopsied cases of arachnodactyly in 
association with dissecting aneurysm of the aorta 
reported in some detail in English literature. In 10 
of these cases there was also aneurysmal dilatation of 
the aorta, usually the ascending portion. Two cases 
with intimal tears but without significant intramural 
dissection have also been reported.® 


In the following case, the patient died with symp- 
toms and signs of congestive heart failure, and an 
incidental “healed” dissecting aneurysm of the aorta 
was observed at autopsy. 
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in which there is severe bone pain but either equiv- 

ocal or normal roentgenographic appearance. Bayed 

and Heck! in a report on 83 cases at the Mayo Clinic 

noted that 73 per cent of the patients had elevated 

serum proteins. This was one of the most consist- 

ently positive of all the laboratory tests performed. 
420 East Carson Street, Long Beach 7. 
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CASE REPORT 


A white man 32 years of age entered the hospital 
August 21, 1954, complaining of shortness of breath 
and precordial pain of three months’ duration. A 
month previously digitalis had been given by a phy- 
sician. Three days before admission, anorexia, 
nausea and frequent vomiting developed. 


At 13 years of age the patient had reached his 
maximum height of 6 feet 4 inches. Severe physical 
activity had frequently produced excessive fatigue 
for several days. He had always had a severe funnel 
chest deformity and wore glasses to correct myopia. 
He had been paraplegic for three years following 
compression fracture of the lumbar vertebrae in an 
auto accident. 


Upon examination pronounced dyspnea was noted. 
The patient was asthenic and had long tapering 
digits. The blood pressure in the right arm was 
100/40 mm. of mercury and in the left arm 120/50. 
Respirations were 30 per minute, the temperature 
98.4° F. and body weight 170 pounds. Severe pectus 
excavatum deformity of the sternum was noted. The 
pupils were round, regular and equal. The apex 
impulse of the heart was visible as a diffuse thrust 
in the sixth interspace at the anterior axillary line. 
There was a systolic and diastolic (to-and-fro) mur- 
mur at the base of the heart, and a questionable 
diastolic murmur at the apex. Dullness to percussion 
over the base of the right lung and scattered moist 
rales were noted. The abdomen was soft with slight 
tenderness over the lower margin of the liver. There 
was paresis of the lower extremities and bilateral 
atrophy of thigh, leg and foot muscles and an ab- 
sence of deep tendon reflexes. Reflexes in the upper 
extremities were weak. 


The diagnosis upon admittance was rheumatic 
heart disease with aortic insufficiency and possible 
mitral stenosis. Therapy included rest in bed, a low 
sodium diet and a maintenance dose of 0.2 mg. digi- 
toxin daily. An electrocardiogram showed sinus 
tachycardia with right axis deviation. The P-R 
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Figure 1.—Arrow points to the inner lumen formed by 
dissection of the aorta. The aneurysmal dilatation of the 
proximal aorta is obscured by a shadow. 


interval was 0.18 second and the QRS 0.10 second. 
There was a slight depression of the RST segment in 
leads 2, 3 and AVF. The R-wave was tiny to absent 
-in leads V-4 to V-6. These findings were interpreted 
as “abnormal electrocardiogram, sinus tachycardia, 
right-axis deviation, vertical heart with marked 
clockwise rotation.” 


An x-ray film of the chest showed cardiac enlarge- 
ment and a moderate right pleural effusion. A plain 
film of the abdomen showed healed compression 
fracture of the second lumbar vertebra and three 
laminated calculi in the urinary bladder. The hemo- 
globin content was 14.2 gm. per 100 cc. of blood and 
leukocytes numbered 6,100 per cu. mm. with a 
normal differential. The result of a Wassermann test 
was negative for syphilis. 

The patient continued to complain of severe epi- 
gastric pain, and dyspnea increased. He died seven 
days after admission. At autopsy it was noted that 
the heart was dilated and weighed 890 gm., due to 
hypertrophy. The aortic valve ring was dilated to a 


circumference of 10 cm. with a cord-like thickening . 


of the free margins of the leaflets but no widening 
of the commissures. There was a fusiform aneurys- 
mal dilation of the proximal 6 cm. of the ascending 
aorta to a maximum diameter of 5.3 cm. At the up- 
per margin of this aneurysm, 6 cm. above the aortic 
valve, the aorta suddenly became double-barreled 
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Figure 2——Low-power microphotograph of the wall of 
the aorta (Verhoff stain), showing pronounced fragmen- 
tation of elastica. 


(Figure 1). The smaller lumen, representing the 
original lumen, measured 1.5 cm. in diameter and 
had a smooth intimal lining. The dissecting aneu- 
rysm, 4.8 cm. in diameter, was completely endo- 
thelialized with atheromatous plaques on its inner 
surface. The intimal tear encircled the aortic wall 
except for a strip 1 cm. wide posteriorly. String-like 
adhesions bound the smaller tube to the larger. Dis- 
section extended upward as far as the isthmus of the 
aorta and involved the proximal two or three centi- 
meters of the great vessels arising from the arch. 

Upon histologic study of the fusiform aneurysm 
of the ascending aorta, severe degenerative changes 
within the media were observed. Elastic tissue was 
almost completely absent from the inner half and 
was badly fragmented in the outer half (Figure 
2). Irregular faults formed by defects in smooth 
muscle and elastic tissue contained a hyalin material 
and occasionally small basophilic staining cysts. The 
changes resembled the lesion called ““medionecrosis” 
by Erdheim.* 

In a section through the ascending aorta at the 
beginning of the dissecting aneurysm a hyalin fault 
was noted in the midportion of the media, through 
which dissection had occurred. The muscl: and 
elastic tissue at this level were well preserved and 
the vasa vasorum were normal. 


DISCUSSION 


A healed dissecting aneurysm was an incidental 
finding in the case reported, as death was due to 
congestive heart failure brought about by aortic 
insufficiency. The aortic insufficiency was apparently 
a part of the syndrome of arachnodactyly rather 
than dissection, as dissection did not involve the 
proximal dilated segment of the aorta. 

There was no history of an acute episode from 
which to date the onset of dissection, but the presence 
of endothelialization and atheromatous changes in 


CALIFORNIA MEDICINE 





he dissected segment indicated that the process was 
if long duration. 

Survival following an acute episode of dissecting 
:neurysm of the aorta is not rare. In careful perusal 
f the English literature since 1933, reports of 425 
ases in which survival time following dissection was 
ndicated were found. In 26 per cent of cases the 
urvival time was more than two weeks; the longest 
urvival, in a case reported by Cassidy and Pinniger,* 
as nine years. Development of a “chronic” dis- 
ecting aneurysm in arachnodactyly occurred in 
hree previously reported cases.:*:° 


In the 13 cases of dissecting aneurysm occurring 
‘n patients with arachnodactyly, the patients were in 
: relatively young age group; the average age was 
‘9 years, or approximately 20 years less than the 
isual age for this lesion. Hypertension, which is 
zenerally considered an important predisposing and 
exciting cause of dissection, was absent in most 
instances. Degenerative changes within the media of 
a type similar to those described by Erdheim were 
a consistent finding, and these changes appeared to 
be precursors of dissection. The medial lesion pre- 
sumably develops during the shortened life span of 
the patients, for aortic disease has not been observed 
in autopsy studies of infants with arachnodactyly. 


SUMMARY 


A 32-year-old man with arachnodactyly died three 
months after the onset of congestive heart failure. 
At autopsy, an incidental healed dissecting aneurysm 
of the ascending aorta was noted. 

1720 New Jersey Street, Los Angeles 33. 
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Allergic Sensitivity to Digitalis 
But Not to Squills 


DEAN C. DENMAN, M.D., Whittier 


A REVIEW OF THE LITERATURE indicates that allergic 
reaction to digitalis is very unusual. White,® noted 
that “allergy to foxglove is excessively rare”; and 
Cohen and Brodsky” in 1940, reviewed the scanty 
literature and reported a case in which urticaria and 
angioneurotic edema developed after the ingestion of 
tincture of digitalis, Digilanid® and Urginin.® Wolfe 
and Geiger’ in 1953 reported upon a patient who had 
urticarial lesions following successive administration 
of digitalis leaf, digitoxin, Digoxin,® lanatoside C 
and Urginin. They referred to reports in the litera- 
ture on digitalis eosinophilia.*:* Becker and Ober- 
mayer! made note of a type of reaction due to 
sensitivity to digitalis—“erythema, morbilliform or 
scarlatiniform.” Urback and Gottlieb® presented an 
illustration of dermatitis of the forearms due to 
digitalis. 

The following case is believed to be another exam- 
ple of allergic reaction to digitalis, but not to squills. 


CASE REPORT 


A 53-year-old housewife was first observed in 
April, 1951, because of shortness of breath, orthop- 
nea and fatigue of eight months’ duration. She had 
been aware of puffiness of the face, hands and feet 
for one week. There was no history of rheumatic 
fever. Another physician had diagnosed arterial 
hypertension about a year previously and had treated 
the patient for high blood pressure and nervousness. 
There was no history of allergic sensitivity to pol- 
lens, foods or drugs. The patient had one child living 
and well. Upon physical examination, moderate pal- 
lor of the skin was noted, and there was obvious 
dyspnea and orthopnea. The temperature was 98.6° 
F., the pulse rate 96 and the blood pressure 158/110 
mm. of mercury. The peripheral veins were dis- 
tended, and there was swelling of the eyelids and 
face, and pitting edema of the ankles and feet. Grade 
3 enlargement of the heart to the left was noted, 
and there was a grade 4 systolic murmur at the 
apex which was transmitted to the left axilla and 
to the back. The rhythm was normal. There was dull- 
ness on percussion at both lung bases, and moist 
rales were heard over these areas. The edge of the 
liver was palpable 5 centimeters below the right 
costal margin and was tender. 

The eiectrocardiographic pattern was that of left 
ventricular hypertrophy and anterolateral ventricu- 
lar wall ischemia. Fluoroscopic examination con- 
firmed the findings of left ventricular enlargement 
and pulmonary congestion. Urinalysis showed spe- 
cific gravity of 1.005, pH 5.5, no albumin and no 
sugar, the sediment contained 30 to 50 leukocytes 
per high power field, and no casts. : 

Erythrocytes numbered 4,600,000 per cu. mm. of 
blood. Hemoglobin content was 14.3 gm. per 100 cc. 


Submitted September 26, 1955. 


357 


be hee’ 


S4eer eee 
eae ee 





and the color index was 0.91. Leukocytes numbered 
7,200 per cu. mm.—74 per cent segmented, 1 per 
cent basophils, 20 per cent lymphocytes and 5 per 
cent monocytes. A stained smear appeared normal. 
The sedimentation rate (Wintrobe) was 8 mm. in 
one hour. 


A diagnosis of hypertensive heart disease with 
congestive failure was made. Digitoxin, 1.2 mg. was 
given, and then a maintenance dose of 0.1 mg. daily. 
In addition a regimen of low salt diet and adminis- 
tration of ammonium chloride and mercurial diu- 
retics was started. The only other medications re- 
ceived by the patient were phenobarbital and multi- 
ple vitamin capsules. (In June, 1952, Apresoline® 
was given, 25 mg. four times daily, in an attempt 
to lower the diastolic blood pressure. After a short 
trial this was stopped because of intractable head- 
ache. ) 


The response to the foregoing regimen was excel- 
lent, with relief from dyspnea and edema and a reduc- 
tion of 10 pounds in body weight. Progress was 
satisfactory until September 8, 1952, when suddenly 
a generalized erythematous morbilliform rash de- 
veloped. It was most intense over the right side of 
the thorax and the exposed areas of the arms and the 
V of the neck. 


The patient complained of severe itching. Pheno- 
barbital was discontinued and when the condition 
did not improve a dermatologist was consulted. After 
the usual measures did not give relief, all medication, 
including digitalis, was stopped and the patient was 
instructed to follow a low sodium diet meticulously. 
Corticotropin (ACTH) then was given intramuscu- 
larly, 40 mg. daily for two days, and the dermal 
eruption quickly cleared. 


A week later digitoxin was started again, and 
within a matter of hours the eruption flared vio- 
‘lently. Again the drug was stopped and the skin 
cleared in about a week. Following a rest period of 
another week a test dose of 0.5 mg. of gitalin was 
given by mouth. Again, within 12 hours, the rash 
returned. Another two weeks was spent clearing 
the skin, and then a single dose of Digilanid® was 
given and again a flaring of the erythematous mor- 
billiform rash followed. It was then decided to try 
a different family of cardiotonic drugs. After an- 
other period of two weeks during which the skin 
again became clear, the patient was given a squill 
derivative, Scillaren® 0.8 mg. daily for one week, 
and as there was no dermal eruption the dose was 
increased until a full therapeutic effect was obtained. 
Scillaren was given thereafter and in 20 months of 
observation there was no return of dermatitis. 


DISCUSSION 


It is interesting that squills did not produce a 
flare-up of the patient’s dermatitis even though it is 
closely related to digitalis glycosides. Both contain 
the cyclopentenophenanthrene nucleus. Cohen and 
Brodsky? and Wolfe and Geiger’ noted that the 
patients they reported upon were sensitive to the 
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squill family of cardiotonic drugs as well as to mem- 
bers of the digitalis family. 

Of interest also is the predilection of the rash for 
the exposed areas of the arms and the V of the neck 
in this patient. Photosensitivity seems to have been 
a factor. No mention was made of this phenomenon 
in the published reports of other observers. 


SUMMARY AND CONCLUSION 


A case of allergic sensitivity to digitalis develop- 
ing after 29 months of ingestion of digitoxin is 
presented. Sensitivity was manifested by a pruritic 
erythematous rash which was brought about also by 
other members of the digitalis family of drugs. 
When Scillaren,® a squills preparation, was given 
the eruption did not occur and the patient thereafte: 
was successfully maintained by ingestion of that 
drug. 

337 North Greenleaf Avenue, Whittier. 
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Solitary Nonparasitic Cyst of the Liver 


WALDO C. PENDLETON, M.D., and 
EUGENE A. CASTILE, M.D., Los Angeles 


USUALLY, CYSTS OF THE LIVER are come upon un- 
expectedly during operation and pose a problem in 
surgical management. There are reports of approxi- 
mately 200 cases of hepatic cysts in the literature, 
and undoubtedly many small asymptomatic cysts 
are never diagnosed. In 20,000 consecutive autopsies 
done at the Philadelphia General Hospital, Eliason 
and Smith? observed 28 cases of single cysts of the 
liver, none of which had been diagnosed when the 
patient was living. 

The etiology of hepatic cysts is obscure. A com- 
monly accepted classification is: (1) blood and 
degenerated cysts; (2) dermoid cysts; (3) lym- 
phatic cysts; (4) endothelial cysts; (5) retention 
cysts; (6) proliferative cysts. 

Dermoid and degenerated cysts are readily rec- 
ognizable and are accepted as distinct entities. 
Cysts due to obstruction or congenital dilation of 
lymphatic nodes—the lymphangiomas—and endo- 
thelial cysts, which are lined with ciliated epi- 
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thelium, are readily recognized by pathologists. 
They are extremely rare. 

The most commonly observed hepatic cysts are 
retention cysts. They may be solitary or multiple. 
Pathology studies by Moschowitz® indicated that 
they are of congenital nature and that they derive 
from aberrant bile ducts as a result of obstruction 
or inflammatory hyperplasia of the ducts. 

These cysts vary in size from a few centimeters 
to large enough to fill the upper abdomen. Ochsner® 
cited a case in which the cyst held four gallons of 
fluid. 

Small cysts often are associated with large cysts. 
It has been postulated that solitary cysts are actu- 
ally a coalescence of several small cysts and that 
a polycystic state and the presence of a solitary 
cyst are different stages in the process. 

Hepatic cysts may rise from any portion of the 
organ, but usually from the undersurface of the 
right lobe. They may be intrahepatic or peduncu- 
lated, unilocular or multilocular. The walls are 
quite thin, varying from 0.5 mm. to 6.0 mm. and 
they have been described as made up of three layers, 
an outer layer of dense collagenous fibers, a central 
layer of loose areolar tissue containing blood ves- 
sels and an inner layer of multilayered columnar 
cells. Islands of liver cells are found compressed in 
the wall. 

The cysts are filled with a liquid varying from 
clear, colorless to yellow or brown and in consist- 
ency varying from thin to quite viscid. The fluid 
contains albumin, and it may contain cholesterol, 
mucin and occasionally bile. 

Solitary nonparasitic liver cysts have been re- 
ported in all age groups. The incidence in females 
is four times as great as in males. Twenty-five cases 
have been reported in children under 13 years of 
age. 


Clinical Features 


There are no symptoms referable to the cyst 
per se. Symptoms arise as a result of complications. 
Cysts of small size are asymptomatic but as they 
increase in size they press on neighboring struc- 
tures, causing vague discomfort or symptoms of 
intermittent obstruction of the bile ducts, pylorus 
or small bowel. Rupture of a cyst (or torsion if it 
is pedunculated) may bring about acute symptoms 
of intraabdominal catastrophe. Infection or hem- 
orrhage may occur in the cyst. 

If there is a palpable mass in the right upper 
quadrant of the abdomen, which moves on respira- 
tion and has been present for some time without 
very severe symptoms, hepatic cyst should be sus- 
pected. X-ray films are of some help, especially if 
the cyst is large, for it may push the colon caudad 
and the stomach and duodenum to the left. 


Differential Diagnosis 


Of great importance is the differentiation of non- 
parasitic from parasitic cyst. Although echinococ- 
cic cyst is a rarity in this country, it should be kept 
in mind in light of the increasing world travel and 
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the stationing of large numbers of military per- 
sonnel abroad. 

Castorina and Talia’ reported three cases of 
echinococcic cyst in children. They increased in 
size more rapidly and caused more symptoms than 
do nonparasitic cysts. Positive complement fixation 
and precipitin reaction serves to distinguish the 
echinococcic cyst. If a cyst is found at operation, 
a small amount of the fluid should be drawn with 
care and examined by a pathologist to determine 
whether or not it contains scoleces. 

Differentiation from polycystic disease before 
operation. is difficult but in the reported cases poly- 
cystic liver was often associated with polycystic 
kidneys, whereas with solitary hepatic cysts the 
kidneys were normal. 

Tests of liver function tend to show dysfunction 
in the case of polycystosis and normal function in 
the presence of solitary cyst. Kidney studies should 
be done, for patients with renal polycystosis do 
not tolerate extensive operation well. 

Nonparasitic cysts have low internal tension and 
parasitic cysts a high tension, which may help in 
differentiation upon surgical exposure. 


Treatment 


Various means of dealing with solitary nonpara- 
sitic hepatic cysts have been reported — partial 
excision, attempt at complete enucleation, marsu- 
pialization externally and to the stomach.* Com- 
plete enucleation is very difficult because of the 
adjacent structures in the porta hepatis and because 
the large raw surface that is left entails risk of 
severe hemorrhage. The mortality rate with this 
method is 10 to 15 per cent. 

Marsupialization externally is obviously unsatis- 
factory. Also marsupialization to the intestinal tract 
seems unnecessary, as may be noted in the follow- 
ing report of a case. 


REPORT OF A CASE 


A 65-year-old white woman had pain in the left 
groin and swelling in the upper right quadrant of 
the abdomen. The swelling had been present for 
about 20 years and enlargement had been so grad- 
ual that it was scarcely noticeable. There was no 
complaint of indigestion, pain or discomfort other 
than a feeling of heaviness in the upper abdomen. 
There was no dysuria. The patient had never been 
operated upon. 

Upon physical examination it was noted that the 
patient was almost emaciated. There was no en- 
largement of the thyroid gland or of cervical nodes. 
The chest was normal in size and shape and the 
heart normal to percussion and auscultation. The 
blood pressure was 140/80 mm. of mercury. There 
was no increase of vascular markings on the ab- 
domen. A large mass was palpated in the right 
upper quadrant of the abdomen extending from 
the umbilicus to the chest wall and just to the left 
of the midline. It was smooth in outline, compres- 
sible, nontender, and moved with respiration. 
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In roentgenograms of the abdomen an ill-defined 
mass approximately 22 cm. in diameter was ob- 
served. It occupied the entire right upper quadrant 
and extended to the left of the midline laterally and 
to the iliac crest inferiorly. The mass displaced the 
hepatic flexure and the transverse colon inferiorly 
and the stomach to the left. 

In barium studies of the upper gastrointestinal 
tract the esophagus appeared normal. The stomach, 
of the long “J” type, was displaced to the left and 
there was no evidence of intrinsic gastric disease. 
The duodenal bulb filled well but was compressed 
and displaced anteriorly and to the left of the mid- 
line. All of the small bowel visualized was displaced 
inferiorly and to the left. In cholecystograms the 
gallbladder was observed to be functioning but was 
displaced to the extreme right flank. 

The following possibilities were considered: 
Mesenteric cyst, cyst of the head of the pancreas, 
retroperitoneal cyst and cyst of the liver. 

The abdomen was opened through a right rectus 
muscle splitting incision. A large thin-walled cyst 
was exposed. It was located on the inferior surface 
of the right lobe of the liver. The gallbladder was 
located in the right iliac fossa and the cystic duct 
was intimately connected with the wall of the cyst 
and was markedly elongated. No other cysts of the 
liver were observed. The kidneys, carefully exam- 
ined, appeared to be normal. 

The cyst did not appear to be under undue ten- 
sion. A small needle was inserted into the cyst and 
about 10 cc. of fluid withdrawn, care being taken 
not to spill any. The fluid was clear and colorless. 
It was reported negative for scoleces. By suction 
through a large needle, the cyst was emptied of 
2 liters of fluid. The cyst, which was thin-walled, 
was attached to about half the undersurface of the 
right lobe of the liver. The location of the gall- 
bladder and intimate location of the cystic duct 
with the cyst required removal of the gallbladder. 
This was done by elevating the collapsed cyst, identi- 
fying the structures in the portis and ligating the 
cystic duct and artery in the usual manner. 


The area of attachment to the liver was so exten- 
sive that it was thought unwise to attempt to peel 
it free entirely. Therefore, the extrahepatic portion 
of the cyst was excised at the juncture with the 
liver. This left a thin cut edge in which the active 
bleeding vessels were ligated, and the entire edge 
then was sewed with a continuous over-and-over 
chromatic catgut suture. This left the undersurface 
of the liver covered with the remainder of the 
smooth cyst wall, giving it the appearance of almost 
normal liver covered with peritoneum. The abdo- 
men was then closed in layers. No drains were used. 
The patient was afebrile and there was no evidence 
of intraperitoneal fluid. She was discharged on the 
sixth postoperative day. 

The pathological report follows: 

“The cyst was lined with an interrupted single 
layer of cuboidal epithelium. The cyst wall was 
composed of vascular, richly collagenous, fibrous 
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connective tissue, infiltered by only occasional 
mononuclear inflammatory cells. External to the 
cyst wall was a layer of hepatic parenchyma cov- 
ered by a delicate nonthickened capsule. There- 
fore, the cystic structure was actually situated in 
the liver parenchyma proper. In the liver tissue ir 
the cyst wall there was irregular, diffuse fibroplasiz 
which separated small islands of hepatic cells anc 
in which there were scattered bile ducts. Many of 
those ducts were dilated to varying extent and their 
lumina appeared empty. The extensive fibrous 
stroma within the subcapsular liver tissue containec 
a patchy infiltrate of mononuclear inflammatory 
cells. There was no evidence of bile stasis in th: 
subcapsular liver parenchyma, and no evidence o 
bile production. Neoplasia was absent. 


“Diagnosis: Large epithelial cyst in liver, prob 
ably a developmental malformation.” 


DISCUSSION 


No evidence of recurrence of the cyst or of fluic 
in the abdomen in the present case was noted it 
a nine-month period of observation. Postoperative 
x-ray films of the upper abdomen showed th¢ 
stomach and intestines in normal position and the 
liver shadow normal in shape. 

Johnson® carried out a procedure similar to that 
carried out in the present case. The cyst, which was 
located in the right lobe, inferior surface, was 
smaller and it was filled with a thick, dark brown 
fluid. The extrahepatic portion was excised and a 
drain placed into the area. Recovery was uneventful. 

To obviate the previously mentioned difficulties 
of complete excision, marsupialization to the exter- 
nal surface and to the stomach and intestines has 
been tried. In some of the reports in the literature, 
solitary hepatic cysts were compared to cysts of 
the pancreas. However, pancreatic cysts pose an 
entirely different problem, for the intensely corro- 
sive pancreatic secretion is a factor. 


SUMMARY 


A large solitary cyst of the liver was treated by 
excision of the extrahepatic portion, leaving the 
portion next to the liver as a covering. Nine months 
later there was no evidence of recurrence of the cyst. 

3751 Stocker Street, Los Angeles 8 (Pendleton). 
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Physicians and Schools 


More THAN a year ago the California Medical Asso- 
ciation sponsored a conference of physicians and 
schools. The first such venture tried in this state, 
the conference proved to be a great success. 

Previously, the American Medical Association 
had staged meetings of this type over a period of 
more than ten years and had found them eminently 
satisfying to all who participated. The C.M.A. ini- 
tial gathering was undertaken with some trepidation 
but with excellent results. 

This year the Association has planned a series of 
nine regional conferences between physicians and 
school people. Five of these have already been held, 
in San Jose, Stockton, Los Angeles, Fresno and San 
Diego. The rest will be staged in the fall months. 

At these conferences the local doctors have a 
chance to rub elbows with school authorities, to 
learn the problems confronting both students and 
teachers and to discuss ways and means of provid- 
ing a healthy atmosphere for the school child. The 
schools have a legal obligation to provide a maxi- 
mum in healthful environment for the pupils; the 
physicians have a chance to share in this endeavor 
and to point out various factors that are scien- 
tifically indicated. Behind the whole project is the 
thought that the child who is ill or is living in an 
unhealthy atmosphere cannot develop his own po- 
tential, either physically or mentally. 

An indication of the scope of the health problem 
presented by California’s school children may be 
found in the fact that at the end of 1955 there were 
2,547,440 children attending the public schools of 
the state. There were 4,780 schools in operation, 
comprising 60,000 classrooms for grades from kin- 
dergarten through the second year of high school. 

Governor Knight has stated publicly that the in- 
crease in the number of children of school age will 
require the state to open the equivalent of a new 
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17-classroom school each Monday morning for the 
foreseeable future. 

Since each child is a potential patient and a car- 
rier of disease, the proximity of other students in 
the classroom argues for a careful program of main- 
taining high health standards. Teachers are already 
under certain legislative requirements to check their 
health status periodically; the students, at ages 
where many diseases may occur and be transmitted, 
should be given comparable protection, both against 
disease and against each other. 

That teachers and other educators are aware of 
this need is shown by the fact that the five regional 
physician-school health conferences this year have 
attracted more than 1,250 participants. Where the 
school authorities came to the first statewide con- 
ference with an apathetic and dubious outlook, they 
went away fired with the potential good in this 
movement. Many of them wrote complimentary let- 
ters to the Association and it is apparent that school 
executives and others are most appreciative of the 
C.M.A.’s taking the lead in sponsoring these gath- 
erings. 

Those who have attended include school board 
members, administrative personnel, teachers, health 
educators, physical training teachers, sanitarians, 
dietitians and practically all other categories of 
school personnel. These people have not only at- 
tended but have actively participated in the dis- 
cussions. 

From the enthusiastic response shown in these 
sessions in the past year, the Association is now 
suggesting to its county societies and their members 
that the physicians in each area get together with 
their own school authorities and discuss their own 
local problems. Certainly, the health standards of 
our school children present an adequate challenge 
to all of us. In matters of the protection or improve- 
ment of such standards, the medical profession is in 
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a position of advising and conferring in the inter- 
ests of all concerned. 

Medicine is at its best when it deals with prob- 
lems or matters in which its practitioners are 
uniquely qualified. The public relations of the pro- 
fession are best served where physicians can con- 
tribute their time, talent and training in assisting 


others who are not similarly trained. School health 
standards most assuredly fall within this field and 
it is hoped that the physicians of California will 
enter into conferences with their local school au- 
thorities for the better environmental, physical and 
emotional well-being of our youngsters. Their 
futures may well depend on the steps taken now. 


Editorial Comment... 


Salk Vaccine: 1956 Emergency 
Dosage Schedule 


CALIFORNIA MEDICINE has received a copy of a letter 
to the Journal of the American Medical Association 
from Hart E. Van Riper, M.D., Medical Director, 
N.F.LP., on the subject “Salk Polio Vaccine: 1956 
Emergency Dosage Schedule.” The recommenda- 
tions therein may be summarized as follows: 

The recommended dosage schedule for poliomye- 
litis vaccine consists of two injections at intervals of 
two to six weeks followed by a third “booster dose” 
not less than seven months after the second. In the 
future the procedure will probably consist of giving 
two doses in the fall and a third dose prior to the 
seasonal incidence in the summer. 

Obviously this method cannot currently be fol- 
lowed with the short supply of vaccine and the di- 
minishing interval before the epidemic period so 
that some compromise of this ideal schedule will be 
necessary. 

On the basis of preliminary evidence a single dose 
of vaccine appears to have some protective value— 
commonly stated to be about 60 per cent effective. 
Accordingly it seems appropriate to employ avail- 
able supplies to the fullest extent for first injections 


in the specified priority groups (children under 15 
years of age and pregnant women). Second doses 
may then be given only as the supply becomes more 
abundant. 

Second doses should be given not less than two 
weeks after the first and probably a much longer 
time is to be preferred. There is no established limit 
to the interval between first and second injections. 
It is not necessary to reinstitute a complete series of 
injections when the second dose is greatly delayed 
and those who received a first dose last spring may 
properly be given a second one as the supply of vac- 
cine permits. 

March 13, 1956, the Surgeon General of the U. S. 
Public Health Service recommended postponement 
of “booster shots” for the present in order to con- 
serve vaccine for the administration of first and 
second doses to a maximum number of individuals 
before the next epidemic. 

The designated priority groups constitute some 
fifty million individuals. If a high percentage of 
these currently receive one or two injections the best 
feasible effort will have been made to control the 
disease by this method for the approaching season. 
Scrutiny of results may do much to clarify our eval- 
uation of Salk vaccination. 
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Letters to the Editor... 


Conferences on 
Physicians and Schools 


The following letter, written by Albert L. Anderson, 
).D.S., of San Diego, following his participation in one of 
the regional conferences on physicians and schools spon- 
ored by the California Medical Association is printed here 
for the light it casts on the purposes, the conduct and the 
values of such conferences. 


March 19, 1956 


I was unable to attend the final hour of the meet- 
ing of the Regional Conference on Physicians and 
Schools in Balboa Park on March 10 in San Diego, 
so I was unable to fill out any information on my 
views as to the good or bad points of the Confer- 
ence. I would like to take this opportunity to express 
my views. " 

First of all, I would like to congratulate the Cali- 
fornia Medical Association for sponsoring a con- 
ference of this type. Secondly, I want to express the 
appreciation of the San Diego County Dental So- 
ciety plus my own for your kindness in extending 
an invitation to some dentists in this area. I went 
to the meeting in somewhat of a quandary as to what 
to expect, but after I arrived and got into the Con- 
ference, I found a group of people who were ex- 
tremely interested in talking out many of the prob- 
lems that we have in our present day school setup. 


The things that were discussed I found were quite 
important from the standpoint of any professional 
man in the personal practice of medicine or den- 
tistry, as I found that there were many problems and 
misunderstandings between the school people, PTA 


and public health people and that of the private 
physician and dentist. I found that these problems 
which seemed huge at the time were slowly but 
surely melted away with the words of understanding. 

I have only one suggestion to make and that is 
that all the local component medical and dental 
societies should certainly admonish all of their mem- 
bers who are in the private practice of medicine and 
dentistry to attend conferences of this type. I feel 
it is extremely important that the private practi- 
tioner should be well represented in a discussion 
group of this type. We can become a little apathetic 
in our fine practices and feel as though everyone 
loves us and respects our ability, but we find when 
we mingle with groups of this kind that there are 
misunderstandings that have arisen and will arise in 
the future that could do irreparable harm to the 
profession unless these problems and misunder- 
standings are properly cared for by the private 
practitioner. 

Fortunately, the group that I attended was mod- 
erated by one of the great believers in the private 
practice of medicine, Dr. Sam McClendon, who did 
an excellent job in keeping the discussion group in 
line. 

Thank you once again for your kind invitation, 
and if I can ever attend another one of these meet- 
ings I will deem it an extreme pleasure, as I feel 
that I received as much information as the school 
people and other individuals who attended. 


Sincerely yours, 


ALBERT L. ANpeERsoN, D.D.S. 
San Diego 


What Was Your Diagnosis? 


FOLLOWING are the pathologists’ reports of the diagnoses in the cases that were 
presented at the Clinical-Pathological Conferences held May 1, 1956, at the 
Annual Session of the California Medical Association in Los Angeles. The 
protocols were printed on pages 9 and 10 of the annual session program which 
appeared in the March issue of CALIFORNIA MEDICINE. 


Case 1: 


Sarcoidosis, with extensive fibrosis of the lungs. 


Case 2: 


1. Subacute bacterial endocarditis; 


2. Focal embolic glomerulonephritis; 


3. Embolic aneurysms of cerebral arteries. 
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Physicians’ Placement Service 


Tue California Medical Association for a number 
of years has maintained a Physicians’ Placement 
Service designed to assist physicians seeking a loca- 
tion, physicians wishing to relocate, and physicians 
already established who are seeking assistants and 
associates. The primary function of the Placement 
Service, however, is to assist communities that are 
seeking the services of a physician. 

The Placement Service came into existence near 
the close of World War II when the influx of physi- 
cians into the state and the maldistribution of estab- 
lished physicians created a recognized need for a 
positive program of assistance. 

Physicians’ Placement Service is essentially a 
clearing house or contact point and information 
source. All requests for assistance or information 
are handled in a uniform manner. No stress is 
placed on the desirability of one location over an- 
other. No charge is made for any of the services 
and at the same time no guarantee is made assuring 
that a community will obtain the services of a physi- 
cian or that a physician will succeed in finding a 
location. 

Briefly, the procedure involved in the working of 
the Placement Service is outlined as follows: 


A. Requests from physicians for assistance in locat- 
ing are received from the following sources: 

1. The individual physician — by correspond- 
ence, phone or office call. (The facilities of 
the Placement Service are offered to every 
physician at the time he receives a license to 
practice in California. ) 

2. American Medical Association 


3. Northern and Southern California Advisory 
Committee to the Selective Service System 


4. County medical societies 


. Requests for physicians are received from the 
following sources: 


1. Communities: Organizations—Lions, Rotary, 
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chambers of commerce, interested citizens, 
etc. 
. Physicians seeking an associate or an as- 
sistant 
. Physicians wishing to sell their practice 
. Physicians seeking someone for a locum 
tenens 
. County medical societies 
6. American Medical Association 
When a request for placement information is 
received, a reply is sent with a copy of the latest 
listing—a general practice listing or one of the 
specialty listings, whichever is indicated. The physi- 
cian’s name is then automatically placed on the 
mailing list of the Placement Service and a personal 
file is made for office use. He continues to receive 
information regarding available opportunities in 
his field until such time as we are notified that he 
has accepted an opportunity or no longer wishes to 
remain in our files. Requests referred to us by the 
county medical societies, the American Medical As- 
sociation, and the Northern and Southern Advisory 
Committees are dealt with in the same manner. 
Every physician who has been issued a license by 
the State Board of Medical Examiners receives a 
congratulatory letter in which the facilities of the 
Placement Service are offered. If the newly licensed 
physician is interested in receiving information, he 
indicates this by completing and returning to us 
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1 questionnaire which has been enclosed with the 
-ongratulatory letter sent to him. His name is then 
jutomatically placed in our files and the same pro- 
cedure as described before is followed. 

Upon receipt of a request from a community for 
issistance in locating a physician, the following 
teps are taken: 


1. Reply with community questionnaire. Enclosed 
vith the questionnaire is a pamphlet entitled “A 
Joctor for Your Community” prepared by the 
\merican Medical Association. 


2. A questionnaire is sent to the secretary of the 
‘ocal county medical society to verify whether ac- 
‘ual need exists. 


3. Information from community (taken from the 
questionnaire) and the secretary’s opinion are com- 
piled without alteration and placed on our mimeo- 
graphed Placement Listing. 


4. Contact is maintained to ascertain whether 
there have been any new factors which would make 
the opportunity more desirable and also to realize 
as soon as possible when the position has been filled 
so that the listing can be deleted as an available 
opportunity. 


Requests received through the county medical so- 
cieties and the American Medical Association follow 
the same procedure. In the case of physicians who 
are seeking someone to replace them for a short 
time, physicians who are seeking an assistant or 
associate to join them and physicians who are sell- 
ing their practice, a check is made to see that they 
are or were members in good standing of the Cali- 
fornia Medical Association. In listing the oppor- 
tunities, attempt is made to distinguish between a 
real estate situation and a real “practice” for sale, 
for the Listing Service is not concerned with help- 
ing real estate dealings. 


Knowledge of the Placement Listing Service is 
available through the following sources: 


1. CALIFORNIA MEDICINE 
2. Medical schools and hospitals 
. State Board of Medical Examiners 
. American Medical Association 
. State medical associations 
. County medical societies 
. Rural health conferences 


The success of the Placement Service can be 
measured to some degree by the following facts and 
figures: 


A. Number of physicians listed as seeking place- 
ment: 
Specialists: 
Allergy 
Anesthesiology 
Cardiology 
Dermatology 
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Specialists (Continued): 
EENT 52 
Internal Medicine 
Obstetrics-Gynecology 
Ophthalmology 100 
Orthopedics 81 
Pathology 68 
Pediatrics 
Proctology 14 
Psychiatry 
Radiology 128 
Surgery ; 381 
Thoracic Surgery 33 
Urology 81 
Miscellaneous (locum tenens, 
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2,157 
General Practitioners 1,297 


Total number on file 


B. Physicians seeking assistance (March, 1955 to 
March, 1956) : 
1. Office visit: 
General Practitioner 69 
Specialist 60 
2. Letter: 
General Practitioner 
Specialist 
3. American Medical Association 
Referral: 
General Practitioner 
Specialist 
4. Other (Northern and Southern 
Advisory Committee and county 
medical societies) : 
General Practitioner 159 
Specialist 317 
Total General Practitioner requests.............. 923 
Total Specialty requests. ....0...000.0.00..eeeeeeeeee 1,292 


ORME ROMINA ee 2,215 


C. Placement opportunities (March, 1955 to March, 
1956) : 
1. Requests: 
a. Community 
b. Assistant or Associate 
c. Practice 


2. Opportunities filled: 
a. Community 
b. Assistant or Associate.......... 
c. Practice 


3. Opportunities available: 
a. Community 
b. Assistant or Associate 
c. Practice 


Opportunities filled 
Opportunities available 
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In Memoriam 


CAMPBELL, J. Rocer U. Died in San Francisco, March 29, 
1956, aged 56, of heart disease. Graduate of the University 
of California Medical School, San Francisco-Berkeley, 1929. 
Licensed in California in 1929. Doctor, Campbell was a 
member of the Santa Clara County Medical Society. 


+ 


FAnninG, JoHN L. Died in Sacramento, March 16, 1956, 
aged 59, of carcinoma. Graduate of College of Physicians 
and Surgeons of San Francisco, 1918. Licensed in Cali- 
fornia in 1918. Doctor Fanning was a member of the 
Sacramento Society for Medical Improvement. 


+’ 


GREEN, JAMEs. Died in Los Angeles, April 2, 1956, aged 
82. Graduate of Gross Medical College, Denver, Colorado, 
1895. Licensed in California in 1926. Doctor Green was a 
member of the Los Angeles County Medical Association. 


+ 


Hawkins, Georce Aucustus. Died in Dinuba, March 15, 
1956, aged 85. Graduate of the University of Southern 
California School of Medicine, Los Angeles, 1895. Licensed 
in California in 1895. Doctor Hawkins was a member of the 
Fresno County Medical Society. 


+ 


Hopkins, Joun W. Died in Glendale, March 16, 1956, 
aged 82. Graduate of the George Washington University 
School of Medicine, Washington, D. C., 1908. Licensed in 
California in 1928. Doctor Hopkins was a retired member 


of the Los Angeles County Medical Association, the Califor- 
nia Medical Association, and an associate member of the 
American Medical Association. 


+ 


LoGrasso, Horace. Died in Alameda, March 19, 1956, 
aged 74, of chronic pulmonary fibrosis. Graduate of the 
University of Buffalo School of Medicine, 1904. Licensed 
in California in 1945, Doctor LoGrasso was a member of 
the Alameda-Contra Costa Medical Association. 


% 


Nippert, EDwarp F. Died in Los Angeles, March 21 
1956, aged 77. Graduate of Miami Medical College, Cin 
cinnati, Ohio, 1902. Licensed in California in 1919. Doctor 
Nippert was a member of the Los Angeles County Medica 
Association. 

- 

PurRLENKY, Georce Puiu. Died in Napa, March 26, 
1956, aged 74, Graduate of the University of California 
Medical School, San Francisco-Berkeley, 1901. Licensed in 


California in 1901. Doctor Purlenky was a member of the 
San Francisco Medical Society. 


+ 


Wotre, Atrrep M. Died in San Luis Obispo, March 6, 
1956, aged 51, of heart disease. Graduate of the University 
of Colorado School of Medicine, Denver, 1929. Licensed in 
California in 1944. Doctor Wolfe was a member of the San 
Luis Obispo County Medical Society. 
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MAN 


MILITARY 


TO THE CALIFORNIA MEDICAL ASSOCIATION 


The President's Job 


During the past few months, we have been telling 
you about the various organized activities of your 
Woman’s Auxiliary — of Auxiliary efforts in the 
fields of Legislation, Civil Defense, Mental Health, 
American Medical Education Foundation, Physi- 
cians’ Benevolence, promotion of Today’s Health, 
and Nurse Recruitment. We hope that by now we 
have sketched for you a good picture of our interest- 
ing, varied and important program. We hope, too, 
that we have given you some idea of how, under 
your aegis, we are working constantly to serve our 
communities and the medical profession. 

Behind such work there must be sound organiza- 
tion, and the guiding hand of that organization is, 
of course, that of the Auxiliary’s president. Hers is 
a job that carries honor, responsibility and, in this 
great and growing state of ours, challenge. It calls 
for big capabilities—plus an extraordinary amount 
of work. 


The President's Duties 


Perhaps the most important aspect of the job of Auxil- 
iary president is to interpret the work assigned by the 
C.M.A, to its Auxiliary. Working with her, she has the 
C.M.A, Advisory Council, the members of the C.M.A. office 
and the C.M.A. president. From these sources she may 
receive help, ideas and counsel to aid her in administering 
her program. She must also keep in close touch with the 
office of the Woman’s Auxiliary to the A.M.A., for from 
there she will receive the bulk of information and working 
material for the various Auxiliary activities. 

Of course, the Auxiliary president works closely—and 
constantly—with her state board, her state committees and 
county committees, At present the state board is made up 
of five councilors-at-large, eleven district councilors, thir- 
teen committee chairmen and six executive officers besides 
the president. 

The work of the Auxiliary president with the county 
committees in a state the size of California can be a full- 
time job in itself. But close contact and cooperation on a 
local level can achieve a unified effort and a sum total of 
impressive results. Last year, the Auxiliary president visited 
31 out of the 33 organized counties in our state, and the 
president-elect visited the other two. 


VOL. 84, NO. 5 »+ MAY 1956 


Out-of-State Work 


Aside from her work “at home,” the Auxiliary 
president has important work to do abroad. Last 
year, for example, the president traveled to the 
A.M.A. convention in Atlantic City in June as chair- 
man of the delegation from the California Auxiliary. 
She represented the California Auxiliary at the 
national conference of the A.M.A. Auxiliary in Chi- 
cago in November. She attended the National Rural 
Health Conference of the A.M.A. for her Auxiliary, 
traveling to Portland in March. Fortunately, some of 
the national conferences which concern the Auxil- 
iary are held closer by, as was the legislative meet- 
ing of the A.M.A. which took place in San Francisco 
last October. 


Keeping in Touch with the Membership 


Aside from her executive duties, the Auxiliary president 
keeps in as close touch as possible with the membership- 
at-large of the Auxiliary. She attends countless social func- 
tions, as well as organized meetings. She also reports on 
her various activities—as well as on state and national 
Auxiliary problems—five times a year through articles in 
the Auxiliary publication, The Courier. 


Interesting Statistics 


Some idea of the time and effort required to do 
the job of Auxiliary president can be gathered from 
some statistics compiled by this year’s president. 
She traveled over 20,000 miles in the course of her 
duties, sent nearly 2,000 pieces of mail, was away 
from her home for 77 days. 


A Summing Up 


Your Auxiliary is proud of the fact that it has able 
leaders who are willing to meet the demands of the job 
of president—and who meet them well. The records of 
our presidential achievements have been consistently high. 
These women have not worked alone—for thousands of 
other Auxiliary members have given unstintingly of their 
time and effort, too—but they have established a splendid 
level of leadership. This leadership is demonstrated best 
in the year-after-year achievements of your Auxiliary in 
its various endeavors. 

Next month, we will tell you about the strides made 
by your Auxiliary during the past year—a year that has 
been outstanding for its variety of problems as well as its 
accomplishments. 

Mrs. Epcar WAYBURN 
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NEWS & NOTES 


NATIONAL + STATE » COUNTY 


ALAMEDA 


Dr. Orvar Swenson, clinical professor of pediatric surgery 
at Tufts Medical School in Boston, will be visiting lecturer 
for the fifth annual Clifford D. Sweet Seminar on May 
18 and 19 at the Children’s Hospital of the East Bay, Oak- 
land. The event was instituted four years ago by the medical 
staff of the hospital in honor of Dr. Sweet, who is emer- 
itus chief of medicine and formerly for 30 years was chief 
of the department of medicine there. 

Beginning at 9:30 a.m., the program will continue with 
both morning and afternoon meetings on Friday and Sat- 
urday in room A-100 of the Children’s Hospital of the East 
Bay, 5105 Dover Street, Oakland, and will culminate with 
the Sweet Lecture at the Berkeley Women’s City Club in 
Berkeley beginning at 6 p.m., Saturday. Following ‘the lec- 
ture there will be refreshments at 7:15 p.m. and a banquet 
at 8 p.m. 

Dr. Swenson will open the 9:30 Friday morning session 
with a discussion of “Atresias of the Biliary Tract.” On 
Saturday morning, also at 9:30 a.m., his topic will be 
“Tumors of the Neck in Infancy and Childhood.” 

Dr. Robert H. Alway, professor of pediatrics and chief 
of the pediatric service at Stanford School of Medicine, will 
speak at 11 o’clock Friday morning on “Gastrointestinal 
Bleeding in Infants and Children.” This topic will be con- 
tinued during the afternoon. 

Dr. William Snyder, Sr., attending surgeon at Los An- 
geles Children’s Hospital, will speak at 1:30 Saturday after- 
noon on “Diagnosis of Intestinal Obstruction in the New- 
born.” 

Dr. Swenson’s lecture at the banquet will be on “Con- 
genital Lesions Associated with the Pelvic Parasympathetic 
System.” 

All sessions will be open to physicians interested in attend- 
ing. Reservations for the Saturday night lecture and banquet 
may be made through the Children’s Hospital of the East 
Bay, 5105 Dover Street, Oakland, OLympic 2-1143. 


LOS ANGELES 


A $30,000 Markle Fellowship to cover a period of five 
years was awarded recently to Dr. David M. Prescott, an 
instructor in anatomy at the University of California at Los 
Angeles School of Medicine. It was one of several awarded 
each year by the John and Mary Markle Foundation of New 
York to help promising young scientists continue with 
academic studies and researches. 

ke me a 


During the past three years a group at the University of 
California at Los Angeles Medical Center with particular 
interest in the problems of child amputees has fitted, 
trained and collected considerable data on some 90 children 
who have had amputation of one or more limbs. The group, 
called the Child Amputee Project, is a cooperative venture 
of the departments of Pediatrics, Surgery and Engineering. 
Operating under a grant from the Crippled , Children’s 
Bureau of the Department of Health, Education, and Wel- 
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fare, the group is investigating the physiological, psychologi- 
cal and mechanical problems relating to these children. 

Among important facts that have been reported by the 
group to have emerged from their studies is that children 
can be fitted with prosthetic devices much earlier than 
was previously thought possible—at less than one year of 
age. 

It would be helpful, the group’s report said, if “family 
doctors in Southern California could be informed that the 
services of this study group are available. We particularly 
want them to know that early fitting is advisable, also that 
with the newer techniques fitting can usually be accom- 
plished without amputation of deformed distal portions 
which used to be considered impossible to fit.” 


SAN FRANCISCO 


The recently elected officers of the San Francisco Der- 
matological Society for 1956-1957 are: President, Dr. 
William F. B. Harding, Sacramento; vice-president, Dr. 
Herbert L. Joseph, Vallejo; secretary, Dr. R. Raymond 
Allington, Oakland; editor, Dr. Edward J. Ringrose, Berk- 
eley. 

ee 

One-day symposia on plastic surgery and peripheral 
vascular surgery will be conducted May 18 and 19 at the 
University of California Medical Center, San Francisco. 

The plastic surgery program, to be held May 18, will 
present the most recent advances and methods of treatment 
for the congenital, developmental, traumatic and cosmetic 
conditions which are included in the general field of plastic 
surgery. Program chairman is Dr. Harry M. Blackfield, 
assistant clinical professor of surgery. 

The peripheral vascular surgery symposium will be held 
March 19 with Dr. Edwin J. Wylie, assistant clinical pro- 
fessor of surgery, as program chairman. Therapeutic meth- 
ods will be described in terms of clinical applicability, 
with stress on the indications, hazards and anticipated re- 
sults from each method. 

* % x 

Dr. Michael J. Hogan of San Francisco was one of 12 
ophthalmologists throughout the nation named to serve on 
committees to select recipients for the residency fellow- 
ships in ophthalmology, recently established by the Guild 
Prescription Opticians of America, the Guild announced. 
The Guild offers six new fellowships every year, one in each 
of six areas, with an $1,800 stipend for three-year resi- 
dencies. 


SONOMA 


Dr. James T. Harrison of Vallejo will become Sonoma 
County Health Officer June 1. He was selected by the 
Board of Supervisors from several applicants for the post 
vacated by Dr. Robert Westphal, who resigned recently to 
take a United Nations assignment in Egypt. 

A former deputy health officer for the City of Los An- 
geles, Dr. Harrison is at present studying for a master’s 
degree in Public Health at the University of California 
School of Public Health in Berkeley. 


GENERAL 


The Nevada State Medical Association’s annual meet- 
ing will be held this year in conjunction with the Reno 
Surgical Society in Reno, August 22-25. 

Guest speakers include the following: Dr. Leo E. Brown, 
director, Department of Public Relations, A.M.A., Chicago: 
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Dr. Frederick C. Cordes, chairman, department of ophthal- 
nology, University of California Medical Center, San Fran- 
‘isco; Dr. Russell R. de Alvarez, professor and executive 
officer, department of obstetrics and gynecology, University 
»f Washington School of Medicine, Seattle; Dr. William C. 
Deamer, chairman, department of pediatrics, University of 
California School of Medicine, San Francisco; Dr. Lester 
R. Dragstedt, chairman, department of surgery, University 
of Chicago, Chicago; Dr. Leroy D. Fothergill, Biological 
Warfare Laboratories, Fort Detrick, Frederick, Maryland; 
Dr. Henry Harkins, professor and executive officer, depart- 
ment of surgery, University of Washington School of Medi- 
cine, Seattle; Dr. William L. Hewitt, associate professor, 
lepartment of medicine, University of California Medical 
Center, Los Angeles; Dr. Nils P. Larson, Medical Adviser, 
Hawaiian Sugar Planters’ Association, Honolulu; Dr. George 
F, Lull, secretary and general manager, A.M.A., Chicago; 
and Dr. Frederick J. State, chairman, department of nutri- 
tion, Harvard Medical School, Boston. 


oe * a 


The Committee on Cosmetics of the American Medical 
Association will sponsor a symposium at the 105th Annual 
Meeting of the Association in Chicago, June 11-15, 1956. 
The symposium will be held at 3 p.m, Wednesday, June 
13th in the Ballroom of the Knickerbocker Hotel. 

This is the first time in the history of the Association 
that a program has been specifically planned to inform 
physicians on the significance of cosmetics in medical 
practice. This symposium was prompted by the committee’s 
recognition of the increasing psychologic and economic im- 
portance of a healthy attractive skin and the close relation- 
ship between these aspects and the use of cosmetics. 


POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN of the dates of postgraduate education 
assemblies and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may be listed here, please 
send communications relating to your future medical or 
surgical programs to: Mrs. Margaret H. Griffith, Assist- 
ant Director, Postgraduate Activities, California Medical 
Association, 417 South Hill Street, Los Angeles 13. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Dermatology, 1956. June 22 and 23. Ten and one-half 
hours. Fee: $35.00. 


Laboratory Technicians Symposium. June 23 and 24. Twelve 
hours. Fee: $20.00. 


Techniques of Hypnosis. July 9 to 11. Fifteen hours. Fee: 
$50.00. 


Advanced Techniques and Application of Hypnosis. July 11 
to 13. Fifteen hours. Fee: $100.00. 


Recent Advances in Surgery. July 16 to 18. Nineteen and 
one-half hours. Fee: $50.00 for three days, $20.00 per 
day. 


Surgery of Trauma. July 19 and 20. Twelve hours. Fee: 
$35.00. 
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Recent Advances in Medicine. July 23 to 27. Thirty-five 
hours. Fee: $75.00 for full week or $20.00 per day. 


Anesthesia Seminar. August 27 to 29. Eighteen hours. Fee: 
$50.00. 

Contact: Thomas H. Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 202. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Symposium on Plastic Surgery, May 18. Seven hours. Fee: 
$20.00. 


Symposium on Peripheral Vascular Surgery, May 19. Seven 
hours. Fee: $20.00. 


Fundamental Principles of Radioactivity and the Diagnostic 
and Therapeutic Uses of Radioisotopes. Two or three 
month course limited to one enrollee per month. Tui- 
tion: $250.00 per month. 


Pharmaceutical Aspects of Radioactivity, May 19. Seven 
hours. Fee: $12.00. 


Internal Medicine at the Bedside, June 18-22. Forty hours. 
Fee: To be announced. 

Contact: Seymour M. Farber, M.D., Head, Postgraduate 
Instruction, Office of Medical Extension, University of 


California Medical Center, San Francisco 22. MOntrose 
4-3600, Ext. 665. 


UNIVERSITY OF SOUTHERN CALIFORNIA, 
LOS ANGELES 


Diagnosis and Management of Cardiovascular Diseases, 
July 20, 21 and 22, Hotel Statler and Good Hope Clinic, 
twenty-four hours. Fee: $65.00. Registration closes 
July 10, 1956. 


Anesthesia. Full time for ‘three months. Opening every 
three months. Fee: $300.00. 


Cardiac Resuscitation. Sponsored by the Los Angeles 
County Heart Association each Wednesday throughout 
the year, 4 to 6 p.m. Residents admitted without fee. 
Tuition for all other physicians: $30.00. (Each session 
all-inclusive.) 

Contact: Phil R. Manning M.D., Director of Medical Ex- 
tension Education, University of Southern California 
School of Medicine, 2025 Zonal Avenue, Los Angeles 33. 
CApital 5-1511. 


COLLEGE OF MEDICAL EVANGELISTS 


Anesthesiology. Daily, full-time, four months, beginning 
each four months. Fee: $300. 


Diseases and Injuries of Bones and Joints, Daily, July 2 to 
July 31. Full time. Fee: $100.00. 

Contact: Chairman, Section on Graduate and Postgradu- 
ate Medicine, College of Medical Evangelists, 1720 
Brooklyn Ave., Los Angeles 33. ANgelus 9-9131, Ext. 205. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE INSTITUTE 


SACRAMENTO VALLEY COUNTIES in association with Stan- 
ford University School of Medicine, June 21, 22, 23, 
Cal-Neva Lodge, Lake Tahoe. 

Contact: C. A. Broaddus, M.D., Director of Postgraduate 
Activities, P.O. Box A-l, Carmel, California, or Mrs. 
Margaret H. Griffith, Assistant Director, Postgraduate 
Activities, California Medical Association, 417 So. Hill 
St., Los Angeles 13. 
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Medical Dates Bulletin 


MAY MEETINGS 


CauirorniaA Heart AssociaATION ANNUAL MEETING AND 
ScieNnTIFIc Session, La Playa Hotel, Carmel, May 18 to 
20. 


Contact: J. Keith Thwaites, executive director, California 
Heart Association, 1428 Bush Street, San Francisco 9. 


AMERICAN ACADEMY OF Nutrition Annual Convention, 
May 17-18, Hotel Statler, Los Angeles. 


Contact: Mrs. Beth Medearis, executive secretary, 10651 
West Pico Blvd., Los Angeles. 


WesTeRN BRANCH, AMERICAN Pusiic HEALTH AsSOCIA- 
TION 23rd Annual Meeting, Hotel Utah, Salt Lake City, 
Utah, May 30 to June 2. 

Contact: Mrs. L. Amy Darter, secretary-treasurer, at 
State Public Health, 2151 Berkeley Way, Berkeley 4, 
California. 


CaLirorNIA MEDICAL ASSOCIATION REGIONAL CONFERENCE 
ON PHYSICIANS AND SCHOOLS, May 25-26, Richardson 
Springs, California. 

Contact: Robert L. Thomas, assistant executive secretary, 
California Medical Association, 450 Sutter Street, San 
Francisco. 


SUMMER AND FALL MEETINGS 


INTERMOUNTAIN Pepratric Society Annual Convention, 
June 7-9, Sun Valley, Idaho. Open to all physicians. 


La Mesa Community Hospitat Clinical Session, “Civilian 
Defense, Radioactive Fallout, and Decontamination of 
Casualties—both immediate and late care,” June 15 to 
23, Tripler General Hospital, Honolulu, Hawaii. Char- 
tered plane to leave International Airport. Total cost, 
including meals, hotel, etc., $360.00 plus tax. 

Contact: John H. Gorby, administrator, La Mesa Com- 
munity Hospital, 8665 La Mesa Blvd., La Mesa. 


IpaHo StaTE MeEpicaL AssociATION annual meeting, June 
17-20, Sun Valley, Idaho. 

Contact: Armand L. Bird, executive secretary, Idaho State 
Medical Association, 364 Sonna Building, Boise, Idaho. 

Mepica Liprary AssociaTIOoN 55th annual meeting, June 
18 to 22, Hotel Statler, Los Angeles. 

Contact: Mrs. Ella Crandall, librarian, Los Angeles County 
General Hospital, Los Angeles. 

Wyomine State Mepicat Society annual meeting, Jack- 
son Lake Lodge, Moran, Wyoming, June 29 and 30. 

Contact: A. R. Abbey, Box 2036, Cheyenne, Wyoming. 


Cotorapo DIvIsIoN OF THE AMERICAN CANCER SOCIETY 
10th annual Rocky Mountain Cancer Conference, Shir- 
ley-Savoy Hotel, Denver, Colorado, July 11 and 12. 

Contact: John S. Bouslog, M.D., 835 Republic Building, 
Denver 2, Colorado. 


NevapA State MepicaL ASSOCIATION annual meeting in 
conjunction with Reno Surgical Society, Riverside Hotel, 
Reno, Nevada, August 22 to 25. 

Contact: Lowell Peterson, M.D., chairman, Arrangements 


and Program Committee, 130 North Virignia St., Reno, 
Nevada. 


St. Joun’s Hospitat Postgraduate Assembly, September 
10, 11, 12, 9 a.m. to 4 p.m. and 8 to 9 p.m. Elks Club, 
Santa Monica. 

Contact: John C. Eagan, M.D., Director, 1245 Glendon 
Ave., Los Angeles 24. 


San Dieco County GENERAL HospitaL TENTH ANNUAL 
PosTcRADUATE ASSEMBLY. September 19-20. 


Contact: Howard B. Kirtland, Sr., M.D., Chairman, Post- 
graduate Committee, 3505 Fourth Avenue, San Diego 3. 


CALIFORNIA SociETY OF INTERNAL MEDICINE ANNUAL 
MeetTING, September 29, La Playa Hotel, Carmel. 


Contact: Mrs. Mildred B. Coleman, Assistant Secretary, 
Room 515, 384 Post Street, San Francisco 8. 


San Francisco Heart Association Annual Postgraduate 
Symposium, October 3, 4, 5, 1956, St. Francis Hotel, San 
Francisco. 


Contact: Executive director, 604 Mission St., San Fran- 
cisco. 


Herrick Memoriat Hospitat Medical Staff Second An- 
nual Postgraduate Symposium, 9 a.m.-5 p.m., October 5, 
Berkeley High School Little Theatre, Allston Way be- 
tween Grove and Milvia, Berkeley, Calif. 


Contact: Administrator’s Office, Herrick Hospital, Berk- 
eley, or telephone: THornwall 5-0130. 


Los ANGELES County Heart Association 26th Annual 
Symposium on Heart Disease, Wilshire-Ebell Theatre, 
4401 West 8th St., Los Angeles, October 10 and 11. 


Contact: Robert A. Pike, executive director, Los Angeles 
County Heart Association, 316 South Bonnie Brae, Los 
Angeles 57 or telephone DUnkirk 8-4127. 


CALIFORNIA ACADEMY OF GENERAL PRactice 8th Annual 
Scientific Assembly, Hotel Statler, Los Angeles, October 
14, 15, 16, 17. 


Contact: William W. Rogers, executive secretary, Califor- 
nia Academy of General Practice, 461 Market St., San 
Francisco. 
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THE PHYSICIAN'S Bookshelf 


OFFICE PROCEDURES—Paul Williamson, M.D. W. B. 
Saunders Company, Philadelphia, 1955. 412 pages, $12.50. 


Keeping up with Paul Williamson is like trying to swat a 
horsefly on a hot summer day. He is everywhere. He does 
everything. And he has the knack of doing things well. This 
work is no exception. 

There was a real place for Office Procedures. Thank good- 
ness, Paul, in his wisdom, did not append to the title the 
apologetic “for the general practitioner.” 

I know of at least a dozen books purporting to accomplish 
what this one succeeded in doing. One of them I unearthed 
in a second-hand book store. It was entitled Profitable Secrets 
of the Specialists. | purchased it for fifteen cents, studied it 
with great delight, then presented it, sentimentally inscribed, 
to a dear orthopod friend. Deeply touched by my parry, his 
riposte, he stated, would be a bound edition of the collected 
papers of General Hawley. 

This work of Williamson’s I will not give to anyone. It has 
front row center on my bookshelf and will be there peren- 
nially. 

This book rolls up its sleeves and goes to work. Like its 
author, there is no beating around the bush with philosophic 
reflection. This is the frontal approach needed in how-to-do-it 
volumes. Countless of the procedures essential to the solution 
of everyday problems are described in very clear, direct lan- 
guage. Again and again through the volume you will read, 
“do it like this.” Follows a paragraph or two, illustrated by a 
line diagram, That’s all there is. No vacillation or vague 
speculation on the merits of alternate methods. “Do it like 
this” conveys to me that this eminently practical therapeutic 
virtuoso has considered in his own practice all the methods 
and has arrived at the best one. 

He does not circumvent the sanctuaries of the specialties 
when he feels that any physician with a knack can accom- 
plish a procedure. There are many instances in which he de- 
scribes a maneuver using simple objects like paper clips and 
hair pins. Not, as he says, to avoid the use of proper instru- 
ments, but to show that uncomplicated ones can be effective. 

It was with a critical eye that I reviewed this offering, to 
see if Williamson had fallen into the trap of oversimplifica- 
tion in his effort to clarify. He has not. 

It would be hard to select an outstanding portion of this 
manual. It is all meat and potatoes. There will be some oc- 
casion each day in which Williamson can help you. 

This may well be one of Saunders’ most successful books. 


* * * 


OLD AGE IN THE MODERN WORLD—Report of the 
Third Congress of the International Association of Geron- 
tology, London, 1954. E. & S. Livingstone Ltd., London, 
1955. Distributed in U. S. A. by Williams and Wilkins Com- 
pany, Baltimore, Maryland, 1955. 647 pages, $10.00. 


This volume is a carefully edited series of 142 papers pre- 
sented at the above named Congress. Sixty-five additional 
papers were listed by title only. 

The book presents several interesting aspects: First, it is 
an unusual admixture of reports on clinical observation, 
sociological experiments and administrative procedures and 
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surveys; second, it has a marked international flavor with 
essayists from seventeen countries—the majority from the 
United States and the United Kingdom. 

The material is organized under seventeen general head- 
ings with papers varying from four on endocrinology to 
seventeen on neuropsychiatry. 


This publication is in no sense a textbook on gerontology, 
but contains a wealth of information on the aging and their 
economic, social, nutritional, psychological and clinic prob- 
lems. Although carefully edited, there is a good deal of 
repetitious statement of general observations on the aging 
by the multiple essayists. 

General practitioners, internists and psychiatrists should 
find much information of value in this volume. “Old Age in 
the Modern World” would be a “must” for any physician, 
medical administrator or sociologist interested in people over 
fifty years of age and their problems. 


The material is well organized, legibly printed and ade- 


quately indexed. 
a * * 


MOTO-KINESTHETIC SPEECH TRAINING—Edna Hill 
Young and Sara Stinchfield Hawk, Stanford University 
Press, Stanford, California, 1955. 176 pages, $5.00. 

This book has many merits. The content is based on greai 
experience and very careful observation. It teaches through 
text and excellent pictures the moto-kinesthetic method in 
speech training which uses manual stimulation of speech 
muscles. This method cannot be said to be new since it has 
often been applied by medical speech specialists whenever 
visual or acoustic stimulation was insufficient or could not 
be applied because of hearing loss or blindness. Mrs. Edna 
Hill Young describes at length how she learned to overcome 
her own speech handicap and how she built her “method” 
on her own experience. It is astonishing how many non- 
medical speech therapists are former “speech patients,” 
cured mechanically although the psychogenic causative fac- 
tors yet exist to be overcompensated by a so-called “method” 
applied in nearly a compulsive manner. 


This book e.g. suggests that the mother of a child whose 
speech does not start “in time” should stimulate speech 
through manipulation, as if readiness to talk could be 
pushed! Mispronunciations during speech development are 
not permitted: As soon as possible corrective measures come 
to the rescue. The fact that these “wrong” placements can 
be a source of oral gratification to the child is not acknowl- 
edged. 


The appendix written by Dr. Sara Stinchfield Hawk is a 
condensation of her former books. It describes speech dis- 
orders, hearing difficulties, asphasia, and developmental 
speech pathology. Emotional problems are only incidentally 
mentioned. Mental tests and testing methods for speech are 
explained. The description of the mentally retarded child’s 
problems may be of value to parents and teachers, but not 
equally to the medical profession. This volume proves again 
how necessary it is that the physician’s interests should in- 
clude the important problem of voice and speech pathology. 
The bibliography is almost devoid of any medical reference. 
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NEW CONCEPTS IN SURGERY OF THE VASCULAR 
SYSTEM—Emile Holman, M.D., Professor of Surgery, 
Stanford University School of Medicine. Charles C. 
Thomas, Publisher, 301-327 East Lawrence Ave., Spring- 
field, Illinois. 108 pages, $3.50. 


This monograph, “New Concepts in Surgery of the 
Vascular System,” combines the David W. Yandel lecture, 
“The Immediate and Late Treatment of Arterial Injuries,” 
and the Arthur Dean Bevan lecture, “The Pathologic Physi- 
ology of Post-Stenotic Dilation. Its Significance in the 
Development of Arterial Aneurysms.” The author reviews 
and discusses the revolutionary changes that have occurred 
in the past few years relative to the immediate and late 
treatment of arterial injuries, including some of the interest- 
ing pathologic physiology associated with these injuries. 
The experiences reported from the Korean War demon- 
strated that the old concepts governing the surgical care 
of vascular injuries, which were somewhat modified towards 
the end of World War II, “have become radically, basically 
and permanently altered.” In World War II, the incidence of 
gangrene and the necessity for amputation following ligation 
of the popliteal artery was found in all theaters of war to 
be between 70 and 80 per cent. During the Korean War, 
the treatment of an injured artery by ligation was discarded, 
and instead, the principle of immediate reconstruction and 
repair, a method rarely employed successfully in World War 
II, had a surprisingly large instance of success, and the 
amputation rate was lowered to 21 per cent. The author 
reviews the arterial repairs and the treatment of aneurysms 
and arteriovenous fistulas during World War II, and then 
compares the incidence of success without gangrene and 
with very few thromboses in the care of the vascular injuries 
during the Korean War. The important details involved in 
the immediate care of arterial injuries were provided in the 
report by Jahnke and Howard, and in personal communica- 
tions from Drs. Taylor and Flow of the United States 
Medical Officers who were attached to the Marine combat 
units in Korea and who were associated with Spencer and 
Grew in their work. The more recent and eminently success- 
ful treatment of careful debridement of the traumatized 
vessel itself, and reestablishment of continuity by various 
technics, including homografts, are given in detail by the 
author, emphasizing the contributing factors to their suc- 
cess. The great importance of repair within a few hours 
after the injury was demonstrated in a table by Jahnke, 
which showed that the numbers of amputations increased 
very definitely in direct proportion to the delay of their 
treatment. 

The mechanism of the development of, and the treatment 
of, arteriovenous fistula is discussed in detail, and an ad- 
mirable description of the pathologic physiology accompany- 
ing the development of the arteriovenous fistula is presented 
in crystal clear fashion; the fundamental points in the diag- 
nosis and treatment of the condition in the various parts 
of the vascular system are presented. The author has had 
many years of experimental laboratory experience in the 
development of arteriovenous fistula, and his drawings and 
x-rays of the development of the fistula and its collateral 
circulation are beautifully presented. He stresses the im- 
portance of the potential hazards of an arteriovenous fistula 
and its need for early repair, preferably within eight hours 
of the wounding, or as soon thereafter as conditions permit, 
with the intent to restore arterial continuity. Fistulas of 
long duration should be treated by reconstruction and repair 
whenever possible, primarily to avoid the symptoms of 
ischemia. Technical problems involving the arterial anas- 
tomosis of blood vessels are presented, and it is the author’s 
conclusion that the single, interrupted arterial sutures ap- 
proximating the vessels without tension is the ideal method 
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of anastomosing the arteries. The various exposures of the 
different major arteries for the surgical management of the 
arterial venous fistulas are illustrated. 


The second portion of the monograph discusses the 
significance of segmental stenosis and poststenotic dilation 
in the development of arterial aneurysms, as well as the 
biological importance of structural fatigue. This authorita- 
tive study is given in minute detail, both from the clinical 
standpoint and from the author’s many laboratory animal 
experiments in the development of the poststenotic dila- 
tions, and his theory of the stress and the strain involved in 
the development of the dilated artery beyond the stenosis. 
He presents an original theory to prove why a vessel develops 
a dilation beyond a stenotic area. In addition, he utilizes 
an artificial pump to illustrate the intimate relationship 
between the height of the pressure and the velocity of flow 
and the extent of the poststenotic dilation. He states that 
“the greater the pressure and the velocity of flow with which 
the blood is ejected from the stenotic channel, the more 
distantly disturbed are the impacts of the swiftly flowing 
systolic stream against the momentarily retarded diastolic 
stream, and therefore the more distantly effective are the 
shocks of increased lateral pressure against the vessel wall, 
thus increasing the width and the length of the dilation. 
The site of delay and the turbulence of the flow was identi- 
cal with the site of the dilation, as well as with the location 
of the palpable thrill and the audible bruit.” Furthermore, 
“during diastole there occurs a momentary retardation in 
the flow, which is accentuated just beyond the stenosis. 
During systole, however, there emerges from the narrow, 
stenotic channel a stream of blood at a greater increased 
velocity as compared with the velocity in the broader chan- 
nel, either proximal or distal to the stenosis.” The various 
factors in the development of poststenotic dilations are 
explained in detail. 


He goes on then to state that certain clinical observations 
confirm the great importance of the height of the pressure 
and the velocity of flow in the development of the post- 
stenotic dilation such as occur in the ascending aorta be- 
yond the subaortic stenosis, through which the left ventricle 
ejects blood under a maximal pressure at maximal velocity 
and maximal mass, against a maximal peripheral resistance; 
and likewise a poststenotic dilation of the pulmonary 
artery, just beyond a pure valvular stenosis; and in a post- 
stenotic dilation of a coarctation of the aorta, in the descend- 
ing portion of the aorta, just beyond the coarctation. He 
indicates that “the absence of dilation proximal to the 
constriction is dependent upon that concept that pressures 
here are evenly and uniformly distributed against the 
limiting vessel wall, and, as there is no rest in the forward 
flow, there is no conversion of high kinetic energy into a 
high lateral pressure. The general pressure proximal to the 
stenosis may be higher than the pressure distal to it, but 
it is a relatively uniform level of pulsatile pressure evenly 
distributed throughout, and not subject to the rapidly 
oscillating variations of high and low pressure, such as 
occur in the turbulent flow produced by the clash of the 
streams distal to the stenosis. As a result of this uniform 
distribution of pressure proximal to the stenosis, uniform 
expansion of the vessel occurs with each pulsation.” Exam- 
ples of aneurysms and their development and treatment are 
then discussed, and the significance of the location and 
development of aneurysms is explained upon the author’s 
theory. His theory on the development of aneurysms coin- 
cides with the incidence of aneurysms in the aorta. For 
example, the highest incidence of aneurysms are located 
in the ascending aorta and arch, and here the proximal 
systolic thrust against the maximal resistance of the distal 
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veripheral bed combine to make the ascending aorta and 
rch most vulnerable to the increased tension caused by 
ihysical exertion, or by an emotional surge with partic- 
ularly disastrous result if the part of the aortic wall in this 
irea is weakened by syphilis or atherosclerosis. The author 
then goes on to discuss the biological importance of struc- 
ural fatigue and the stress factor in the development of 
ineurysms. 

This monograph, a scientific classic, affords fascinating 
eading to the surgeon, clinician, pathologist and medical 
student. It presents in a concise and crystal clear manner 
:he very newest of concepts in the surgery of the vascular 


system. 
* * * 


PSYCHOCUTANEOUS MEDICINE—Maximilian E. Ob- 
‘rmayer, M.D., Clinical Professor and Chairman of the 
Department of Dermatology, USC School of Medicine, 
Charles C. Thomas, Publisher, Springfield, Ill, 1955. 487 
pages, $9.75. 


In a few more than 400 pages, Doctor Obermayer has 
furnished a milestone on the road to the understanding of 
psychocutaneous disease relationships, and he has done it in 
an extremely readable, orderly and well-documented fashion. 

The subject matter is divided into three parts, the first of 
which deals with mechanisms of the interplay between the 
nervous system and the skin. The second portion concerns 
the various dermatoses which have major psychic components 
such as the phobias, stigmatization, neurodermatitis and hy- 
perhidrosis and those diseases which have secondary associ- 
ated psychic or neurotic factors such as lupus erythematosus. 

The final portion considers the diagnostic and therapeutic 
approach to dermatoneuroses. In this area, psychiatric aids 
are used frequently, although Obermayer stresses that the 
primary treatment is in the hands of the dermatologist if 
possible. Though specific treatment programs are not de- 
fined, general principles are well presented. 

The author has succinctly summarized and evaluated liter- 
ally hundreds of the most significant and pertinent articles 
appearing in contemporary literature. With this material he 
has presented a broad base on which the reader may form 
his own opinion on many of the diseases discussed. Doctor 
Obermayer’s extensive personal experience is called upon 
frequently, but in its proper perspective. His is a sound, well- 
oriented, middle-of-the-road viewpoint on psychocutaneous 
disease, 

The publishing is excellent, and there are numerous photo- 
graphs. One of the best features is the unusually compre- 
hensive bibliography occupying 40 pages at the end of the 
book. 

This is certainly the best work of its kind and should do 
much to help the skeptics develop a reasonably tolerant 
approach to psychocutaneous medicine. 


* * * 


HIGH BLOOD PRESSURE—George White Pickering, 
M.A., M.B. (Cantab.), M.D. (Ghent), F.R.C.P., Professor 
of Medicine in University of London, Physician to St. 
Mary’s Hospital, London. Grune & Stratton, New York, 
1955. 547 pages, 106 illustrations, $9.50. 


Professor Pickering is admirably qualified to write on 
high blood pressure, having worked in this field for more 
than 20 years with patients and in the experimental labor- 
atory. As expected, he presents both practical and funda- 
mental information in this monograph, which is a model of 
sound thinking and clear writing. Much attention is devoted 
to essential hypertension, which is regarded as a designation 
which “represents that section of the population having 
arterial pressures above an arbitrarily defined value, and 
having no other disease to which the high pressure can be 
attributed. If secondary hypertension is excluded, there is 
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no evidence that high pressure 1s qualitatively different from 
normal arterial pressure; the difference is not of kind but 
of degree.” 

In addition to the central purpose, that of considering the 
pathogenesis, course and management of essential hyper- 
tension, Pickering thoroughly presents discussions on high 
blood pressure in association with glomerulonephritis, 
pyelonephritis, coarctation of the aorta, pregnancy, adrenal 
disorders, and other conditions. Addressed to students, sci- 
entists and practitioners of medicine, this book admirably 
fulfills its purpose and is worthy of the highest recommen- 


dation. 
ok * * 


THE RESTRICTED SODIUM DIET—Compiled under 
the Supervision of the Diets and Dietary Products Com- 
mittee of the Los Angeles County Heart Association. Eliz- 
abeth Reisinger, Editor. Los Angeles County Heart Asso- 
ciation, 316 South Bonnie Brae Street, Los Angeles 57, 
1955. 64 pages. Available through any County Heart Asso- 
ciation. 

The small booklet is a collection of aids to one forced 
to adjust a kitchen to the rigid demands of a low sodium 
diet. There are included a brief explanation of physiological 
principles for the lay person, a section on general instruc- 
tions, a group of appropriate diets, many enticing recipes, 
hints to help solve the problem of dining out, suggestions for 
the lunch box, an analysis of the sodium contents of various 
foods and wines, and a list of approved low sodium foods 
commercially prepared, including advice where these mezy 
be obtained. 

The diets are arranged according to the limitations of a 
300 mgm., 800 mgm., and 1,500 mgm. daily sodium intake. 
Each of these in turn can be adjusted for either an unlimited 
caloric intake or for a 1,200 calorie maximum. A very con- 
venient substitution system makes variation of the menu 
simple. 

The Los Angeles County Heart Association enlisted the 
aid of a well trained dietitian, Elizabeth Reisinger, in the 
preparation of this booklet. They are to be commended for 
helping to minimize the often disrupting effect of a low 
sodium sentence upon a household. 


* * ae 


HEALTH AND WELFARE PLANS—Labor-Manage- 
ment Negotiated—Northern California as of May 1, 1954. 
A report prepared jointly by the Division of Labor Statis- 
tics and Research, California Department of Industrial 
Relations and the Department of Preventive Medicine, 
Stanford University School of Medicine. Printing Division, 
Documents Section, Sacramento 14, Calif. 71 pages, 50 
cents, plus 2 cents sales tax. 


The factual study made by the Division of Labor Statistics 
and Research of the California Department of Industrial 
Relations in cooperation with the Department of Preventive 
Medicine, Stanford University Medical School with regard 
to the types and varieties of Labor-Management Health and 
Welfare Plans in Northern California as of May 1, 1954, 
deserves the attention of any group interested in this prob- 
lem. The book should be carefully studied, particularly by 
the various and sundry county medical societies which are 
faced with the problem of servicing these plans in their 
respective areas. There is no recommendation made in this 
study, but the facts as presented speak for themselves. It is 
the most complete and factual study of this entire problem 
that has ever been made in the State of California and a 
great deal of credit should be given to the various and 
sundry people who accumulated the published data and 
who were able to present it in such an abstract factual 
manner. I strongly urge that copies of this material should 
be obtained by the Medical Services Commissions of each of 
the constituent medical societies in the State of California. 
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QUANTITATIVE ANALYSIS OF DRUGS—Second Edi- 
tion—D. C. Garratt, B.Se., Ph.D., (Lond.), F.R.1L.C., Chief 
Analysts, Boots Pure Drug Co., Ltd., Philosophical Library, 
1955. 670 pages, $17.50. 


This British manual has collected quantitative tests for 
drugs, not only from the British Pharmacopoeia and the 
British Pharmaceutical Codex, but also from many scientific 
periodicals and nonofficial texts such as Analytical Chem- 
istry, Journal of the American Pharmaceutical Association, 
American Journal of Pharmacy, Apotheker-Zeitung, Archiv 
fiir Pharmazie, Journal of Pharmacy and Pharmacology, etc. 
There is no chapter arrangement, as in most scientific books, 
but the first 523 pages are devoted to quantitative tests for 
official and nonofficial drugs, listed alphabetically; the next 
29 pages are devoted to Oils, Fats and Waxes, the next 40 
pages to Essential Oils and the next eight pages to Physical 
Methods. There are 13 appendices on Determination of 
Water, metallic impurities in organic substances, extraction 
of non-volatile organic materials from viscera, etc., determin- 
ation of alkaloids, elimination of emulsions, determination of 
alcohol content, titration in nonaqueous solvents, and tables 
of constants. The most closely related American books are 
Jenkins’ Quantitative Pharmaceutical Chemistry, published 
in 1949 and Official Methods of Analysis of the Association 
of Official Agricultural Chemists, 1950. Since the first edition 
of Garratt’s book appeared in 1937, there was a distinct need 
for the 1955 second edition. 


* * * 


CARDIOLOGY NOTEBOOK—For Preliminary Instruc- 
tion in Medical Curricula—Columbia University College of 
Physicians and Surgeons, Grune & Stratton, New York, 
1955. 95 pages, $2.50. 


This notebook has been compiled by a group of the 
medical faculty at Columbia to help the medical student 
learn his way through the maze of modern methods used in 
clinical cardiology. It is divided into four parts as follows: 
1. Cardiac Fluoroscopy and X-Ray; 2. Electrocardiography ; 
3. Hemodynamics; 4. Nomenclature for Cardiac Diagnosis. 
The first three sections are arranged to show normal patterns 
and values followed by common disease patterns, while the 
final section describes the fundamentals of proper diagnosis. 
_The outline will surely be of use to the student, but in 
several places it suffers from a cursory treatment of compli- 
cated subjects. 

* * cd 


ASCLEPIADES—His Life and Writings. Translated by 
Robert Montraville Green, M.D., Emeritus Professor of 
Anatomy, Harvard Medical School. Elizabeth Licht, Pub- 
lisher, 360 Fountain Street, New Haven, Conn., 1955. 167 
pages, $6.00. 


There are so many names involved in this little book that 
it takes a while to sort them out. However it concerns the 
life and writings of Asclepiades of Bithynia, a prominent 
physician of Rome some 200 years before Galen. The first 
part is a translation by Robert Montraville Green of a Life 
of Asclepiades which was written by an Italian, Dr. Antonio 
Cocchi in 1762. The second part is a translation of a book 
by Christian Gottlieb Gumpert published in 1794, in which 
are collected fragments of Asclepiades’ work on such mat- 
ters as the state of Roman affairs before and about the age 
of Asclepiades, his principles of philosophy, his general 
pathologic and therapeutic principles and the diagnosis and 
treatment of disease. The “preface to the reader” is however 
by Christian Godfrey Gruner. The preface to the whole book 
is by Sidney Licht, but the publisher is Elizabeth Licht and 
the work is dedicated to Dr. Walter M. Solomon. 


When the reader has unraveled this complicated nomen- 
clature he can read the substance of the book with consid- 
erable pleasure. 
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PRACTITIONERS CONFERENCES—Held at the New 
York Hospital—Cornel! Medical Center—Volume !I—Edited 
by Claude E. Forkner, M.D., F.A.C.P., Professor of Clinica! 
Medicine, Cornell University Medical College. Appleton- 
Century-Crofts, Inc., New York, 1955. 411 pages. 


The content of this book consists of seventeen clinical 
conferences, often with patients present, held under the aus- 
pices of the New York Hospital-Cornell Medical Center in 
New York. Each conference deals with a separate subject, 
and all have been thoughtfully chosen to represent medical 
problems of interest to the practitioner of today. The par- 
ticipants are all outstanding persons in their fields, and have 
been chosen without regard to their university or other 
affiliations. Guiding spirit behind the programs, master of 
ceremonies, and editor of the stenographic reports which 
comprise the book is Claude E. Forkner, M.D. 

The manner of presentation of material which this book 
uses has a great deal to commend it. With several persons 
participating in the discussion, a more balanced and inte- 
grated picture is possible. Being able to read the spoken 
words of the authorities as they argue the merits of issues 
facing all practitioners imparts a drama and interest which 
make the book easy reading and long remembered. The 
quality of the material will be readily apparent to anyone 
who reads the list of speakers. Not so readily described, but 
clearly the most important ingredient of the book, is the 
manner in which the conferences are directed by Dr. Fork- 
ner, who is able to raise points of interest to everyone, keep 
the speakers on the subject, point out discrepancies and 
fuzzy thinking, and finally synthesize the material in a lucid 
summary. 

Some of the subjects include chemotherapy of malignant 
disease, coronary disease, the role of tobacco in lung dis- 
ease, and the understanding of various headache patterns. 
There are many more, and it seems certain that subsequent 
volumes will keep pace with the most important problems 
facing the medical practitioner. 


* * * 


PSYCHIATRY FOR THE FAMILY PHYSICIAN —C. 
Knight Aldrich, M.D., Associate Professor of Psychiatry, 
University of Minnesota Medical School. The Blakiston 
Division, McGraw-Hill Book Company, 330 West 42nd 
Street, New York, 1955. 276 pages, $5.75. 


This is an excellent book. In the first place, the title ac- 
curately describes the contents of the book. This is not a 
worked-over or simplified psychiatric textbook. Dynamic Psy- 
chiatry is presented in terms of normal emotional © cowth 
and development at different ages or levels. Along with this 
the author presents the personality problems that may de- 
velop at different stages. Finally, there is excellent practical 
material on management and treatment. There is a minimum 
of technical psychiatric wordage. However, there is plenty 
of good sound material that can be read and applied by any- 
one who is trying to understand and help human beings. 


* * * 


LEONARDO THE ANATOMIST. Elmer Belt, M.D., Uni- 
versity of Kansas Press, Lawrence, Kansas, 1955. 76 pages, 
$2.00. 

In this Logan Clendenning Lecture Dr. Belt has collected 
in brief form but heavily documented the story of Leonardo’s 
Technical Innovations and Discoveries in Anatomy, and in 
Part If Leonardo’s Studies of the Genito-Urinary System. 
The choice of the latter subject is quite natural since Dr. 
Belt is of course a prominent urologist. The little book is 
finely printed and illustrated and well worthy to join the 
many other books on Leonardo da Vinci. 
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